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Chronic Discharge of the Ear 


because 


RYOTOL is lethal to Ps. pyocyanea, Staphylo- 
coccus aureus, Proteus vulgaris and Streptococcus 
pyogenes found in C.S.O.M. and Otitis Externa. 
The presence of Ps. pyocyanea has been demonstrated 
in 90%, of cases of chronically discharging ears. This 
ram-negative, highly resistant organism is unaffected 
- penicillin, sulphonamides and many other bacteri- 
cides. It produces abundant pus and is therefore 
extremely troublesome. 
RYOTOL Ear Drops are the outcome of clinical work 
on humans, following outstanding results obtained in 
the veterinary field. 


ormula 
Monopheny| ether of 20% el" 
ylmercuric Nitrate ee 


in a stabilised non-irritant base. 


Samples and lit rature gladly forwarded on request 


TANKERTON: KENT 


When 
nourishment 


is the main problem... 


BRAND’s Essence is a first-class protein of animal origin, 
in a form and strength that will not overtax a weakened 
system. Being partly hydrolysed, it is capable of easy in- 
gestion, digestion and absorption. It isextremely palatable, 
and may be taken either as a jelly or as a liquid. It helps to 
support convalescence and assists in restoring a positive 
nitrogen balance. 


The major indications for the administration of Brand's 
Essence are loss of appetite during fatigue, acute infections, 
and dysphagia or digestive disturbances due to organic or 
bacterial lesions of the mouth, oesophagus and alimentary 
tract, and after surgical procedures. 

The addition of Brand's Essence to low residue and 
weight-reducing diets is especially appreciated by the 
patient. 


— Brand’s Essence — 


(BEEF OR CHICKEN) 


HERE! 
for your 


holiday 
abroad 
year 


gramme for leisure and luxury abroad at 
prices to suit everyone. 
Let the roomy comfort of special motor coaches, chartered trains and modern air- 
liners set you at ease within reach of Europe's most fascinating places. Drink your 
adventurous fill of beauty and gaiety in Switzerland, France, ‘italy, Yugoslavia, Spain, 
Austria, the Rivieras, Belgium, Holland, Scandinavia . . . there's so much to see and 
do! And al! so effortiess, so faultlessly planned for you by Frames with experience 
from 75 years’ personal service. 

delay! Write to-dey for “Holidays Abroad,” “Touring Europe by Motor 
Coach” or “Holidays in Britain” and turn that holiday dream into a magical reality 


Switzerland 6 days 6 

French Riviera 8 days os 6 

Paris 5 days te 0 

A few ideas = Austria 8 days die cig 
jum days one ose amie 

B days din a3 19 6 

1S days a3 

Riviera 8 days aa 0 


FRAMES’ TOURS LTD. 


ESTABLISHED 75 YEARS 
33 Denmark House, Denmark ey W.C.2 (TEMple Bar 1522); 
| Regent Street (WHitehall 1548): 80 Southampton Row (HOLborn 3/43) 
Branches and Agents throughout Britain 


WHEN YEAST IS INDICATED 


DC L VITAMIN B, 


YEAST TABLETS 


form a palatable and rich 
source of Vitamin B; 


The Dried Yeast from which these tablets are 
made contains in each gram approximately 300 
International Units of Vitamin B,, 50 micrograms 
of Riboflavin, 250-350 micrograms of Nicotinic 
Acid and 25-50 micrograms of Vitamin B,. 
*% 3 D.C.L. Vitamin B, Tablets equal 1 gram. 
Issued by all chemists in bottles of 50 and 100. 


ANOTHER QUALITY OF DRIED YEAST 
IN POWDER FORM IS AVAILABLE AS>— 


DRIED YEAST 


FOR HOME AND EXPORT 


Full particulars may be obtained from 
THE DISTILLERS CO. LTD. 
12 TORPHICHEN STREET - EDINBURGH 
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“Quadriga’’ a: the Roman War Chariot propelled by four matched 
reached its coal by concerted cflort, so in Sedalieine the 


four matched myopsvchic and sedative drugs weach theirs 


_ 
the ‘ideal’ sedative at last ? 


in stress and insomnia 


the evils of modern civilization 


Formula: 
Carbromal! B.P.C. 195me. 
Bromvaletone B.P.C. “49 6Sme. 
Mephenesin B.P.C. 100mg. 
Rauwoltia B.P.C. 0.25mg. 
(total alkaloids 55°.) 


Aluminium hydroxide 100mg. 


safe - non-barbituric - sedative 


_— muscle-relaxant - anti-tensive Basic N.H.S. Cost : 25 tablets 3/- 
Clinical samples gladly sent on request. 
~~. GLINICAL PRODUCTS LTD - RICHMOND - SURREY 


Research Product 


OBTAINABLE AGAIN IN GREAT BRITAIN 


indicated for 
painful affections of 
the middle ear 


FORMULA: Procaine 1 gm, Phenazone 5 gm. 
Anhydrous Glycerin ad 100 gm, 


Professional sample on request 


SERUMWERK BASLE 


SOLE DISTRIBUTORS FOR GREAT BRITAIN AND NORTHERN IRELAND 


UNICHEM LTD.. BROADWATER RD.. LONDON S.W.17 
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Ina very real sense, the body's first line of defence is furnished by the 


of the Any damage te the muco-al celle may interfere with 

thary action and so open the way te infection. How important it is, during 
these months of peak infection risks. te choose with care the oasal drops so 
many patients need Research has shown conclusively that AnGorone contains no 
substances which can harm the nasal mucosa Presentin ilver vitellin in company wit! 
ephedrine hydrochloride, Ancoro st quick to reduce the swollen mucous membranes and to 
restore permeability to the nasal sinuses — vet there is no risk that ciliary action will be inhibited 


prlasti bnsures swilt penetra- 

of throughout the nase- NASAL DROPS 

ARGOTONE “READY SPRAY” Basic price 2s. 6}d. per bottle of 20 Mav be prescribed on 

price 2s. contaming 
approx, 15 ‘ Argotone Available on 
other countries, Sample on request 


form b.C.10 Available in the British Commonwealth, Colonies and 15 


RONA LABORATORIES 12-1) MOLYNEUN STREET LONDON W.l Ambassador 4437/8. 


A NEW SPASMOLYTIC with 


virtually no side effects — 


- PROFENIL 


Indicated wherever smooth muscle spasm is encountered. Clinical use 
has contirmed its value in the treatment of spastic conditions affecting 
the gastro-intestinal tract, ureter and bladder, some cases of primary 
dysmenorrhoea, and as an adjunct in cystoscopic and ygastroscopic 


examination 


TRADE MARK 


Basic N.H.S. Coat: 25 for 2 94d Packings: Bottles of 25 and 250 tablets. 


THE CROOKES LABORATORIES LIMITED PARK ROVAL- LONDON NW.W.10 
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LA PE MME A 


This quaint old 17th century French engraving shows us the main participants in an “enfantement ”’ 


ERGOMETRINE WITH RONDASE 


FOR INTRAMUSCULAR INJECTION BY MIDWIVES 


Intramuscular injection of Ergo Rondase at delivery enables the midwife, who 
is not permitted to give an intravenous injection, to make full use of the 
valuable drug ergometrine at childbirth. 

In practice, injection of Ergo Rondase by the intramuscular route should prove 


to be equally as effective as intravenous injection of ergometrine alone. 


PRESENTATION: Dual pack containing— 
1 m!. ampoule Injection of Ergometrine Maleate B.P.o.§ mg. 
1 vial. Rondase (hyaluronidase-Evans) 1.0 mg; also boxes of six vials of each. 


EVANS FURTHER INFORMATION ON REQUEST PROM MEDICAL INFORMATION DEPARTMENT 
EVANS MEDICAL SUPPLIES LIMITED, SPEKE, LIVERPOOL 19 
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PREGNANGY: meeting the inevitable iron deficiency 


Progressive imroads are made on th 
maternal iron stores during pregnancy. The 
demand made is greatly increased during 
the third trimester, and there is little doubt 
that the exposition of a suitable form of iron 
is of definite clinical value. FERROMYN 
meets these important demands because it 
affords maximum bivalent iron from a 
minimum of ferrous salt, does not cause 
alimentary upset, has a high utilisation fac- 
tor and will maintain a satisfactory haemo- 
globin level throughout term 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 


FERROMYN is supplied in : 


ELIXIR FERROMYN Each teaspoonful contains : 
150 mgm. 


ELIXIR FERROMYN ‘B° Each teaspoonful contains 
Succinate 150 mgm. Aneurine Hydro- 
chloride 1 mgm. Riboflavin 1 mem 
Nicotinamide 10 mgm. 


Ferrous Succtnate 


Ferrous 


FERROMYN 


LONDON: 2? Vansfield St... WA. Phone LANgham 8038-9 


.. leadership in oral-tron therap y 
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I§ years of clinical opinion 


supports the use of vaginal tampons 


On) 


applicator 


The function of the applicator in inserting the tampon at the upper 
end of the vaginal tract is of the greatest importance. lt eliminates any 
handling of the highly-compressed solt surgical cotton, and ensures 
comtort and steady absorption. The correct position of the internal 
tampon avoids contact with both anal and urethral sources of con- 
tamination, Tampax tampons are simply and hygienically inserted in 
correct proximity to the cervix by means of a disposable ‘ applicator ’ 
tube, only §.” diameter. The applicator is an integral part of tamponage 


and, therefore, results in a definite improvement in menstrual hygiene, 


TAMPAX 


RY THE MEDICAT DEPARTMENT, TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLFSEX 


6 BRITISH MEDICAL JOURNAI Jan. 14, 1956 


important 
announcement 
about prices 


In common with the A. J. White group ol 


companies, we have decided that there will be no 


increase during the next six months in the price of any 


of our products marketed in the United Kingdom 


whose output is bought through the National Health 
Service by the Government, we believe that our 
promise of stable prices will play a pait in stemming 
the tide of inflation. For restraint in expenditure 
is as essential in the public sector of the economy, 


as in the private. 


MENLEY & JAMES LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


Engaged as we are in an industry one-third of | 
! 

One of the Group | 
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NOTEWORTHY FEATURES: 


‘Avioprocil’ formulations have 
long been known to doctors 


% An aqueous suspension, ready for use, is very for their high quality and 


+ 


speedily obtained when water for injection is added. 
The prepared suspension is easy to inject, causes 
the minimum of pain and there is no risk of needle 
blockage. 

The presence of a bacteriostatic ensures sterility. 
The suspension shows no tendency to “‘clay’’ even 
after prolonged storage and only requires to be 
shaken before it is again ready for injection. 

The suspension retains its full potency for at least 
one month after preparation when stored at tem- 
peratures not exceeding 25°C. (77°F.) 


reliability. ‘Avloprocil’ Dry 
presents the procaine salt of 
penicillin G as a stable, dis- 
persible powder from which 
an aqueous injection can be 
readily prepared. 
‘Avioprocil’ Dry can al- 
ways be relied upon as an 
effective means of obtaining a 
sustained therapeutic level of 
penicillin in the blood. 


A SUPERIOR PROCAINE PENICILLIN FOR INJECTION 


Available as: Single-dose vials of 300,000 units 
Triple-dose vials of 900,000 units 
Multi-dose vials of 3,000,000 units 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., Fulshaw Hall, Wilmslow, Manchester 


(A subsidiary company of imperial Chemical Industries Limited) 


Available under the National Health Service at Ministry of Health Drug Tariff prices. 


Ph.s503/t 
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Case histories in ever-growing numbers are 
repeatedly telling the success story of ACHROMYCIN tetracycline. 
Clinical results are demonstrating to specialist and practitioner alike 
that here is a truly remarkable antibiotic — unsurpassed in its anti- 
bacterial range and singularly free from toxicity. Indeed, in the eves 
of more and more doctors, ACHROMYCIN is today acknowledged as 
the rational first choice among antibiotics ... the surest means of 


striking decisively against invading infection. 


For greater comfort... potency... economy 


ACHROMYCIN 


TETRACYCLINE 


Tetracveline is available in the following forms ACHROMYCIN 
CAPSULES PABLETS SOLUBLE TABLETS - EAR 
OINTMENT 3°, OPHTHALMIC OINTMENF 19, 
OPHTHALMIC STERILIZED ORAL SUSPENSION & SS 
PEDIATRIC DROPS SPERSOLDS* Dispersible Powder 
SYRLP TROCHES H 
lantibiotic 


* Registered Trade Mark 


LEDERLE LABORATORIES DIVISION 
Cyanamid | poducts Lid BUSH HOUSE, LONDON, W.C.2. TEMPLE BAR 3411 
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RUPTURE AND PERFORATION OF UTERUS IN 
ASSOCIATION WITH PREGNANCY, LABOUR, 
AND THE PUERPERIUM 


KEVIN FEENEY, M.D., M.A.O., B.Sc, D.P.H., T.D.D. 
Master, Coombe Lying-in Hospital, Dublin 


AND 


ARTHUR BARRY, M.D., M.A.O., F.R.C.O.G. 
Master, National Maternity Hospital, Dublin 


and perforation are comparatively rare 
accidents nowadays. Yet in certain circumstances they 
are apt to happen at any time. The practitioner 
should therefore be familiar with the clinical features. 
With early diagnosis and treatment, the prognosis for the 
mother is very good ; if complete rupture should be over- 
looked a fatal outcome is usual. 

Ihe general incidence is about | in 2,500 cases. Over 
the past six years, in our period of office, there have 
been 54,000 deliveries at all stages of gestation in our 
two hospitals. The incidence of complete and partial 
rupture and of perforation has been 1 in 1,200 deliveries. 
Abnormal cases are admitted to our hospitals from the 
city and from the country. One woman in ten is 
delivered of her eighth or later foetus. These two factors 
increase the frequency of rupture as compared with 
its general incidence. The clinical picture is variable. 
Valuable lessons may be learned from a study of groups 
of cases or of individual cases. It is proposed, then. 
to treat the subject on an aetiological basis and to refer 
to points of importance in diagnosis and treatment. 


Rupture 


Yielding of a Weak Point 


The notes of 15 cases of rupture of caesarean section 
scars—comprising three each of complete and partial 
rupture of classical scars, and four of complete and five 
of partial dehiscence of lower-segment scars—and the 
notes relating to the rupture of a hemihysterectomy scar, 
are summarized in Table I. Classical caesarean section 
is seldom performed nowadays, but women bearing 
classical scars are still being delivered towards the end 
of their child-bearing years. Our interpretation of com- 
plete rupture is that the tear involves the endometrium, 
muscle, and peritoneum, thus permitting free com- 
munication between the cavity of the uterus and the 
peritoneal sac, with the risk of serious infection of the 
latter. In partial rupture the peritoneum is intact. One 
example of this variety is the laceration which opens 
from the uterus into the broad ligament but with the 
anterior and posterior leaves of this structure remaining 
untorn. Of the six classical scars which ruptured, five 
of the sections had been performed in rural hospitals. 
This is not intended as a reflection upon technique. 
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Although the classical section possesses inherent disad- 
vantages, it may sometimes be the operation of choice 
for the occasional operator. 

Several points of interest emerge trom a study of the 
16 cases and of similar ones brought to our notice. 

he risk of rupture of a uterus bearing a scar is appar- 
ently increased by each following pregnancy ; by each 
succeeding vaginal delivery ; by high parity ; by multiple 
pregnancy, large foetus, and hydramnios; and by 
implantation of the placenta beneath the scar. The 
primary function of fibrous tissue in a scar is supportive. 
Stretching and distension may cause rupture. 

The clinical picture of rupture in these cases presented 
great variation. The following signs and symptoms were 
encountered in different cases and in varying degree : 
pain, tenderness, vomiting, faintness, pallor, tachycardia, 
changes in the foetal heart sounds, localized abdominal 
bulge, abnormal abdominal contour, ease of palpation 
of foetal parts, and vaginal bleeding. As exemplified, 
rupture may be quiet and painless, coming like a thief 
in the night. Silent rupture is of course more likely with 
the lower-segment scar. Attention is directed to two 
cases of coincidental rupture of the uterus and bladder ; 
to the difficulty of diagnosis in the fatal case (No. 4); 
to rupture with deep engagement of the head in Case 
10; and to the inertia which apparently followed rup- 
ture in Case 14. The infrequency of shock and collapse 
will be noted. Of course, violent rupture or haemor- 
rhage may cause a rapid deterioration in the general 
condition of a patient. A uterus emptied of its contents 
by their extrusion into the peritoneal cavity may retract 
firmly, thus preventing haemorrhage from the placental 
site and from the wound in the uterus. The foetus and 
placenta do not necessarily escape at once, or at all, fol- 
lowing complete rupture. Thus immediate laparotomy 
may save life. 

In trial labour, after previous caesarean section, 
secondary inertia may indicate that the mechanism of 
labour has been interfered with by a partial or com- 
plete rupture. Here we postulate blocking of the neuro- 
muscular impulses by the break in the continuity of the 
muscle. The cessation of labour pains, in the presence 
of a scar, is always suspicious of rupture. 

4958 
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The frequency of rupture in pregnancy and in the first 
Stage of labour must be emphasized. It is very dan- 
gerous to try to induce labour by oxytocin in a uterus 
bearing a scar. Bougies should be introduced with great 
care 


Adhesions are more common after the classical sec- 
tion. When this operation was routine, and when anti- 
infective drugs were not available, patients were 
frequently sterilized by the formation of adhesions 
Nowadays the number of sections which can be per- 
formed upon a woman is limited only by her inherent 
fertility and by her advancing years. One of our patients 
had three classical sections, six lower-segment sections, 


and one section-hysterectomy over a period of 20 
years 

In women in whom conservation of the uterus Is 
desirable repair of a clean rent may be a feasible and 
safe procedure. The great value of blood transfusion 
is evident. For hysterectomy following dehiscence of a 
jower-segment scar the incision may be made posteriorly 
and circumferentially from the rupture. In an urgent 
case it may be inadvisable to perform total hysterectomy. 
Ureters have been injured in this way. 

In Cases 8 and 9 the appearance of the ruptured uterus 
and bladder, with exposure of the trigone, were most 
alarming. The lower edges of the bladder tears had 


1.—Rupture of Scars, Mainly Caesarean 


| | No. of Nature of R k 
Pregnancy Previous esult esult 
in whicl Operation and Degree Chi Treatment | to to Notes 
o 8) Rupture Indication uptere Rupture Features Mother Foetus 
Occurred tor Same | 
i 29 | ) Classical section | Pregnancy, Complete | Pain, faintness, | Hysterec- Recovered Stillborr Two easy vaginal deliveries be- 
for praevia in | 34 weeks vomiting, and tomy and tween section and cupture. Very 
6ih pregnancy slight bleed- transfu- | little free blood, due to firm 
na over 48 sion | retraction of empty uterus. No 
hours j shock or collapse 
Classical for rhe- | Pregnancy, Pain and tender Survived The mistake of inducing labour 
sus in 7th 3S weeks ness | by bougies and oxytocin was 
pregnancy j made 
44 4 L.S. section for Pregnancy, : Pain, pallor, Hysterec- ° Stullboern Again, Oxytocin was given in 
minor dispro- 37 weeks | tachveardia tomy order to induce labour. Rup- 
portion in Ist ture occurred after 4th injec- 
labour tion of 2 units 
4 wi 10 Classical for Pregnancy . Fever and Hysterec- | Died Stullborn Fever, anaemia, and coincidental 
pracvia in 9th W)-32 anaemia tomy and| twins murmur suggested subacute 
pregnancy weeks transfu- | endocarditis Rupture was 
sion missed until collapse at 32 
} weeks. Grossly adherent and 
gangrenous bowel resected. 
Died 24 hours, shock and 
infection 
4 43) 13 Two classicals | Pregnancy. Partial Slight tenderness | Hysterec- | Recovered Survived At elective repeat laparotomy, 
for rhesus in 37 weeks tomy effusion of blood around 
Lith and 12th attenuated scar 
Pregnancies 
6/ 37 One classical and Pregnancy, None At elective repeat laparotomy, 
four L.S. for 39 weeks | classical scar thinned to point 
disproportion ! of translucency 
71% 4 Classical for Pregnancy Tenderness Abortion in 2nd pregnancy; 
' minor dispro- gradual | late weeks rupture of scar with repair in 
portion in Ist | we 
pregnancy 
8 | 32 s L.S. for brow in | Early in Complete Sudden cessation, Hysterec- Normal pelvis Two vaginal 
4th pregnancy | labour . of strong pains) tomy and! deliveries and one abortion 
} | | transfu- before section. Afebrile con- 
| sion valescence after same. Bladder 
involved in rupture; closed 
| j j with catgut 
9 S$ 7 L.S. for praevia | Labour, 2 Suprapubic bulge Stillborn Afebrile convalescence after sec- 
} | in Sth preg- hours tenderness, tion. Easy vaginal delivery to 
nancy after easily palpable | follow. Large foetus—103 |b 
onset foetus, slight | (4-6 kg.)—now. Bladder again 
| vaginal loss nvolved in rupture 
10 “4 2 L.S. for foetal | Labour, at ? Quiet and pain- Repair and | Survived Head deeply engaged in pelvis at 
! distress in Ist 4 finge r | less transfu- | onset of labour Pains ceased 
labour breadths sion quietly 
| | dilatation 
1 | 28 } Two L.S. for | Labour Partial Quiet Repair , a Extravasation of blood beneath 
| minor dispro- after 12 intact peritoneum Another 
portion in Ist hours } section since. As a result of 
and 2nd preg- introduction of x-ray pelvi- 
| | nancies | metry, many cases designated 
as definite disproportion in 
first labour are now known to 
have only a minor degree of 
j contraction Trial of labour 
| may therefore be permitted 
12 46 | Four L.S. for Pregnancy Hysterec- At elective repeat laparotomy, 
! disproportion 39 weeks tomy extensive herniation of foetal 
membranes behind intact peri- 
toneum 
13} 34} 8 ' One LS. for! Pregnancy, |. | | Elective repeat laparotomy for 
| alleged dispro-| 39 weeks j i placenta praevia on this occa- 
| portion spaced sion 
° between 6 vag- 
inal deliveries; 
14 %6 L.S. for praevia | Labour, | Post-partum Hysterec- | Haemorrhage occurred after low 
| in 8th preg-| second haemorrhage tomy and forceps delivery for inertia 
| nancy | Stage transfu- | Examination revealed rupture 
| sion of muscle, but peritoneum 
| intact 
1S | %6 2 L.S. for toxaemia, Labour, at | ,, | Quiet Hysterec- On this occasion labour had been 
and inertia in | } finger- | tomy | induced by bougies for recur- 
' Ist labour | breadths rent toxaemia. Pains ceased 
dilatation | quietly 
16!) 41) 6 Hemihysterec- Pregnancy, | Complete | Slight pain, Hysterec- - Stillborn Rupture at site of scar in lateral 
| tomy fordouble 4) weeks tenderness tomy and wall with gradual extrusion of 
uterus 20 years transfu- | foetus, with intact membranes, 
Previously sion | and placenta 
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retracted postero-laterally and were bleeding. The temp- 
tation to transplant the ureters in the first case encoun- 
tered was strong, but, with the risks and discomforts of 
a uretero-colic life in mind and knowing the great heal- 
ing capacity of the bladder itself, it was decided to 
attempt repair. Friability of the edges, the proximity of 
the ureters, and haemorrhage all caused difficulty. The 
muscular cervix behind provided a firm buttress for the 
sutured organ. Post-operative care comprised continuous 
drainage of the bladder for three weeks and the adminis- 
tration of antibiotics. 

Two instances of the above unusual and serious 
obstetrical injury caused us to consider carefully the 
anatomical relationship between the uterus and bladder, 
and certain points in the technique of the lower-segment 
caesarean operation. Caudalwards to the uterovesical 
told of peritoneum, the lower part of the anterior wall 
of the uterus and the upper portion of the vagina are in 
close contact with the posterior wall of the bladder. The 
interposition in this potential space of loose cellular tissue 
permits limited movement of the bladder at all times 
ind expansion of the uterus in pregnancy. The visceral 
pelvic fascia is reflected upwards for a short distance on 
to the posterior wall of the bladder and the anterior 
wall of the uterus and becomes fused to their connective- 
tissue coats, on which the vesical and uterine vessels and 
nerves form dense plexuses. Interposed, then, between 
the bladder and uterus are connective tissue and blood 
vessels, lymphatics and nerves. 

Observation of the bladder, at different stages of fill- 
ing, during abdominal operation shows that the fundal 
portion and the anterior wall undergo active distension, 
the lower posterior wall remaining relatively immobile. 
Apparently, free movement of the bladder on the uterus 
is not intended below the uterovesical fold of peri- 
toneum. 

The loose cellular tissue referred to above is composed 
of fine connective fibrils with abundant but poorly sup- 
ported blood vessels. After surgical trauma, organiza- 
tion of clot results in the formation of scar tissue, which 
is denser and coarser than the cellular tissue in which it 
develops. With infection causing oedema, exudation, 
and fine fibrosis scarring is still more pronounced. 

When, after caesarean section, the posterior wall of 
the bladder becomes adherent to the transverse incision 
in the lower segment of the uterus, coincidental violent 
rupture of both organs is likely to occur if splitting or 
tearing should begin in the uterine scar in a subsequent 
pregnancy or labour. 

It is obvious, then, that surgical trauma should be 
minimal and infection, if possible, be avoided in caesar- 
ean section. Downward dissection of the bladder, as in 
total hysterectomy, is both unnecessary and inadvisable. 
It results in fine haemorrhages in the cellular tissue and 
opens the space for the spread of infection, if this 
should occur during the puerperium. 

In caesarean section the uterovesical fold of peri- 
toneum is picked up and divided transversely. The 
index finger is then inserted and the peritoneum and 
underlying fascia are gently separated from the uterus 
immediately below the level of the incision in the peri- 
toneum itself. This exposes the uterine muscle, into 
which the caesarean incision is made. The upper limit 
of the bladder, with its venous plexuses, is seen, but its 
downward displacement, if at all effected, should be 
limited to the traction-force of the bladder retractor. 
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The process variously described as “ wiping-down,” 
“blunt dissection,” “gauze dissection,” “ disengage- 
ment,” or “ mobilization “ of the bladder should be both 
gentle and slight. 

At one time we were concerned that the transverse 
incision in the uterus was not sufficiently close to the 
cervix to be strictly lower segment in position. After 
we had performed an occasional hysterectomy, imme- 
diately after section and at the level of the incision in 
the uterus, and had inspected the specimen, we came to 
realize that our incision had been low enough to fulfil 
all the functions of the lower-segment operation. In 
labour, the “ assumption” of the cervix into the lower 
segment and the expansion of that part of the uterus 
render a truly lower-segment section or even a laparo- 
trachelotomy quite practicable without vigorous dis- 
placement of the bladder. 

From time to time, in the light of experience and 
acquired knowledge, obstetricians should review their 
technique of the closure of the incision in the uterus in 
lower-segment caesarean section. Crushing and tearing 
of the edges of the wound by haemostatic forceps and 
strangulation of tissue by suture material should be 
avoided. Accurate and viable apposition rather than 
haphazard ischaemic union should be aimed at. Fine 
plain catgut should be used, especially for the inner 
endometrio-myometrial and the outer peritoneal layers. 
The insertion of single rather than continuous sutures 
has much to recommend it. The disturbance of the 
bladder, as already noted, should be minimal. If pos- 
sible, post-operative infection and abdominal distension 
should be controlled. A salutary lesson may be learned 
from a histological report reading thus: “ The scarred 
area of the uterus showed oedematous and congested 
fibrous tissue, but no muscle.” 


Choice of Method of Delivery 

The choice of the method of delivery in young women 
who have previously undergone caesarean section for some 
temporary indication is an important one. Vaginal delivery 
should be considered in most cases, the following precautions 
being adopted : (1) Information is obtained about the indica- 
tion for the section, the type of operation, the size of the 
baby, and the presence or absence of puerperal fever. (2) The 
pelvic proportions are assessed by careful clinical and radio- 
logical examinations. (3) The patient is delivered in a 
hospital with facilities for transfusion and operation instantly 
available. Cross-matched blood must be at hand when labour 
starts. (4) Pituitary extract should not be used either to 
induce or to stimulate contractions. (5) The patient is under 
close observation during labour and the theatre is kept ready 
for immediate use. (6) The second stage may be shortened 
by forceps. (7) If rupture is suspected in the post-partum 
period, the uterus should be explored. With these precau- 
tions all mothers and the great majority of the babies can 
be saved. 

Other Varieties of Scar 

Rupture of a myomectomy scar is extremely rare. If 
fibroids have been removed for sterility, and if the patient 
should become pregnant thereafter, she will often be an 
elderly primigravida, and caesarean section will usually be 
performed. Provided the circumstances of operation are 
conducive to sound healing, however, myomectomy scars in 
themselves do not contraindicate labour and vaginal delivery 
in younger women. If, on the other hand, the fibroids had 
been numerous and deeply placed, if the endometrium had 
been opened, if accurate apposition of the wound edges and 
haemostasis had not been secured, if convalescence had been 
complicated by fever, and if the placenta is now shown by 
x-ray examination to be implanted upon an endometrial scar, 
then elective caesarean section should be performed. 
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Incomplete rupture during labour is believed to occur 
occasionally and to heal quietly in multiparae Gibbon 
FitzGibbon, observing three cases of complete rupture in 
labour, recalled that in the previous delivery the final ex- 
pulsive effort of the second stage had been accompanied 
by pain of such intensity as to cause the patient to cry 
out The presumption was that incomplete rupture had 
occurred at the time of the agonal contraction and had 
become complete at the next delivers 

One of our colleagues treated a case of fundal rupture in 
a patient who had had a previous difficult manual removal 
of the placenta 


Spontaneous Rupture With Shoulder Presentation 


There were two cases of spontaneous rupture with 
shoulder presentation Both mothers: recovered, but the 
foetuses were lost. One was an emergency admission. In 
the second the oblique lie and quiet labour in a non 
complaining multipara during the night resulted in complete 
rupture of the expanded lower segment 


Case A.—The patient, an Il-gravida aged 37, was admitted 
from a distance with a ruptured uterus which had occurred 
during labour with a transverse lic. An arm and the cord lay 
outside the vulva, whilst the head appeared to be free in the 
peritoneal cavity. Laparotomy showed a transverse rupture of the 
lower segment exactly as if the patient had performed a lower- 
segment section on herself and had then forgotten to sew up the 
wound. On the right side, the anterior leaf of the broad ligament 
was torn and there was clot around the uterine vein, which had 
probably been involved in the rupture. Hysterectomy was per 
formed at the level of the rupture. The cervix, which was almos 
fully dilated, was sewn over with catgut. One pint ($70 ml.) of 
blood and one pint of glucose -saline were administered. Con- 
valescence was uneventful. The amount of free blood in the 
peritoneal cavily was not more than half a pint (284 ml.). The 
major portion of the foetus and the placenta were lying free 
amongst the intestines 

Case B.—A 10-gravida aged 40 was admitied at midnight in 
early labour with ruptured membranes. The presentation was 
vertex, with the head unfixed but centrally placed. At 1.30 a.m 
labour appeared to be progressing normally with the cervix three 
fingerbreadths dilated and the head still over the brim At 
2.30 a.m. the patient experienced what, in the ripeness of her 
experience, she described as “ forcing pains “—contractions with 
strong bearing-down sensations but without result. She did not 
complain. At 3 a.m. tachycardia and pallor were observed. The 
foetal head had become “ dislocated ” towards the iliac fossa 
and there was an atm in the vagina. The abdomen was tender: 
and contractions had ceased. There was a complete vertical 
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rupture of the anterior wall of the lower segment. Bleeding 
was minimal. Following hysterectomy, recovery was smooth 

The uterine vessels are liable to be involved in rupture 
of the uterus itself. If the artery has been torn and has 
then retracted, with the formation of labile clot in its mouth, 
it may be difficult to identify it in the base of the broad 
ligament Under these circumstances the authors advise 
that no time should be wasted in trying to isolate the artery 
The internal iliac artery on that side should be identified 
and ligated. This is a comparatively simple procedure. 
The base of the infundibulo-pelvic (ovario-pelvic) ligament 
is opened, the ureter retracted medially, and the internal 
iliac artery picked up between the surgeon’s thumb and 
index finger and pinched off the side wall of the pelvis 
before passing the ligature. The last step is necessary in 
order to avoid injury to the iliac vein 

Whilst a multipara with premature rupture of the mem 
branes is awaiting the onset of labour, or if she is in labou: 
with an unfixed presenting part, she should be regularly 
palpated. The head which has slipped over towards the 
iliac fossa may provide, in a short while, a neglected shoulder 
presentation. The term “ neglected” suggests long delay 
in treatment, but this is not always the case. One to two 
hours may be sufficient to place the strongly contracting 
multiparous uterus in imminent danger of rupture. 


Rupture Caused by Obstetrical Operations 


The 11 cases included in the present series are summarized 
in Table Il. 

Internal podalic version is risky when performed under 
any or all of the following circumstances : (1) with the 
uterus firmly retracted upon the foetus after drainage of 
the liquor and strong pains ; (2) with expanded lower seg 
ment; (3) with poor anaesthesia and failure of relaxation 
of the abdominal muscles ; and (4) when done in haste or 
with lack of skill. After version and extraction, especially 
if performed with difficulty, the following signs should raise 
the suspicion of rupture : immediate and significant post- 
partum haemorrhage ; continued vaginal trickle or ooze of 
blood ; abdominal pain and tenderness: shock or a slow 
downhill progression in the general condition over a number 
of hours. In connexion with the observation of a patient 
about whose condition there may be some doubt, it is 
important that there should be an exchange of information 
and of impressions when a fresh shift of medical or nursing 
staff takes up duty. All blood-stained vulvar pads should 
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| 
Case | No. of | Resul | Result 
No Age | Preg Condition Operation Clinical Features Treatment to | to Notes 
nancy Mother Foetus 
I 44 § Transverse lie | Internal version| Collapse 2 hours | Hysterectomy Died 13 days, | Stillborn Emergency admission with com 
| after delivery and trans- ileus plete rupture of body extending 
| fusion into broad ligament 
Wt} 25 2 Placenta Braxton Hick’s | Immediate haemor ' Recovered Partial rupture of cervix extending 
| praevia version in rhage } into lower segment 
labour j 
4 | Post-partum | Partial rupture of lower segment 
haemorrhage 
IV 4 6 Impacted face | Failed forceps Craniotomy : 7 pe Emergency admission. Laceration 
transfusion | | | of fornix extending into broad 
y Oc ligament 
2 cipito-pos- | Failed forceps Laparotomy Neonatal Complete rupture of posterior wal) 
} terior vertex symphysio repair: | death of lower segment 
oe istress Low forceps | Collapse 35 min- Hysterectomy | Died 3 days, | Survived | Complete rupture of cervix and 
utes post partum and trans- renal and ysterior wall of lower segment! 
fusion hepatic This may have caused the foetal! 
| distress 
vil 38 10 Placenta Manual | Rupture felt by | mF ‘ Once the injury is recognized the 
_ accreta removal | fingers | | prognosis is good ' 
Vill 2% | «#6 =| Secondary Evacuation of | Perforation of fun- | | : : | The point of perforation was sur- 
|} PPH | placentaldeb-| dus and prolapse prisingly small. Repair could 
| ris by ring | of smail intestine | ! | have been effected 
| forceps | into vagina | 
Ix %” S | Abortion Evacuation | Perforation of fun- | Observation . Abortion Insertion of a plug is not favoured 
| | dus by sound and = anti- | 
biotics | 
X/| %6/| 4 ~ | Perforation by | » . | Use of a sharp curette is not 
| curette recommended 
xI 28 Perforation of fun- Hysterectomy s | - Emergency admission Abortions 
| |} dus and pos- and trans- should be cleared out in good 
terior fornix by fusion light and instruments should be 
| | curette introduced under direct vision 
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be preserved and laid out on a flat white surface so that 
the responsible medical officer may have a bird's-eye view, 
SO to speak, of the total loss of blood to date. An obstet- 
rical trickle, ante-partum or post-partum, is pernicious and 
should be investigated without delay. 

Serious injury of the genital canal may be inflicted by 
the rough and unskilful use of the midwifery forceps. It 
is indeed a great pity that an instrument so beautifully 
designed and so useful can be so traumatic in its misuse. 
We have experience of two cases (not included in the present 
series) of rupture of the anterior wall of the lower segment 
inflicted during classical application of the anterior blade of 
Kielland’s forceps. 

It is important to teach students and postgraduates that 
good light and exposure are essential in the evacuation of 
an abortion. 


Hydrocephaly 


This is an important cause of rupture because it is so 
easily missed in minor and moderate degrees. Having in- 
vestigated and reported 304 cases treated in our hospitals 
over a period of 20 years (1932-51), we have a special interest 
in this foetal abnormality. 

Hydrocephaly may be expected in about 2 to 3 per 1,000 
hospital deliveries at and past 28 weeks. The presentation 
is breech in 30% of cases. Even taking into account that 
some of the foetuses are small, macerated, and compressible, 
difficulty in labour may be expected in 60%. Clinical and 
radiological diagnosis of the mild and moderate degrees is 
not as easy as the textbooks indicate, but if the suspicion 
is aroused the course of labour is carefully observed and 
the significance of failure of progress appreciated. It is 
suggested that the practitioner should think of hydrocephalus 
when the findings on palpation of the foetus do not appear 
to be normal—that is, when the typical cephalic pole cannot 
be identified, when the head is not engaged at the onset of 
labour or when it fails to descend during labour in the 
multipara with a good history, when the lower part of the 
uterus is tender during labour (distension), when unexpected 
difficulty arises at any time in labour, when vaginal examina- 
tion of the foetal head indicates an abnormality, and when 
the radiologist sounds a warning. It is important to note 
that in several recorded instances rupture occurred before 
full dilatation of the cervix. 

In the present series there were three cases of rupture, all 
in multiparae. With transfusion and hysterectomy, the 
mothers survived. One woman, treated outside the hospital 
in the first instance, was extremely fortunate to recover 
from complete rupture, traumatic inversion of the injured 
organ, replacement of same, and abdominal hysterectomy 
with ligation of one internal iliac artery. The presentation 
was cephalic in the three cases. The upper segment was 
torn through in two and the lower segment in the third. 
Rupture took place at or before four fingerbreadths dilata- 
tion in two of the cases. 


Posterior Pituitary Extract 


Two cases in which posterior pituitary extract was given 
are included in the present series. 

Case C.—A 6-gravida aged 36 was under the care of a doctor 
outside the service of the hospital. He failed with forceps applied 
to the presenting breech of a large foetus. Oxytocin (5 units) 
was then administered and the patient collapsed. She died a few 
minutes after admission to hospital, whilst a transfusion was being 
set up. The lateral wall of the lower segment had ruptured into 
the broad ligament. The dead foetus weighed 10 Ib. 10 oz. 
(4.9 kg.). 


Mistakes in this case comprised : (1) a previous repair 
operation had been performed and the patient should have 
been admitted to hospital for her delivery ; (2) forceps appli- 
cation was not in accordance with the usual practice ; and 
(3) oxytocin should not have been administered. 

Case D.—This woman was aged 32 and a 6-gravida. Whilst 
in labour with a large foetus, outside the service of the hospital, 
oxytocin (5 units) had been administered in order to improve the 


RUPTURE OF UTERUS 69 


pains. She was admitted in a collapsed state. After resuscitation 
by blood, hysterectomy was performed. The lower uterine 
segment was extensively ruptured. The stillborn foetus weighed 
114 Ib. (S.1 kg). The-mother made a good recovery. 


In our opinion it is safe and proper to administer oxytocin, 
in six or eight spaced doses of 2} units each or as a drip, 
in conjunction with puncture of the membranes in accidental 
haemorrhage. With a dead and usually small foetus the 
risk of rupture is negligible, and early delivery is desirable. 
Likewise, oxytocin is safe for induction with missed abor- 
tion, with missed miscarriage, with vesicular mole, and with 
a small dead or macerated foetus. Given by means of a 
tuberculin syringe or in an intravenous drip, the dose can 
be accurately regulated. After the delivery of baby and 
placenta, oxytocin causes firm and safe retraction of the 
uterus. 

With a living foetus great care should be exercised in the 
use of oxytocin, both for induction of labour and for the 
stimulation of inert pains. In the grand multipara special 
care should be taken, on account of the increased risk of 
rupture. For the stimulation of inert labour the following 
postulates for safe administration have been suggested by 
Eastman and others : labour should be true, not false ; the 
inertia should be of the hypotonic variety; wait until the 
cervix is two fingerbreadths dilated ; the oxytocin should be 
adequately diluted or divided and given over a safe period 
of time ; there should be no disproportion and no scar in 
the uterus ; the medical officer should be in constant attend- 
ance and prepared to administer a suitable anaesthetic if 
the uterus should react violently ; the foetal heart should 
be frequently auscultated ; hesitate to use oxytocin if the 
patient has had more than four babies ; if there should be 
any doubt, do not use it at all. 


Labour in So-called Grand, Grande, Dangerous, or 
Unpredictable Multipara, or in Any Multipara 
Three cases serve to exemplify the points mentioned 

below. 

Case E.—A 12-gravida aged 40 was admitted in a shocked 
condition after 12 hours’ labour on the district. Clinically, she 
was a clear case of internal haemorrhage, with a painful tonic 
uterus showing a suprasymphysial protrusion (marked perivesical 
oedema). The head was impacted in the inlet and the cervix 
nearly fully dilated. After 3 pints (1.7 litres) of blood, the 
patient’s condition permitted laparotomy, which showed the dead 
foetus to be contained within the uterus. There was much free 
blood from a posterior complete rupture, which extended down- 
wards between the utero-sacral ligaments into the posterior fornix. 
After preliminary extraction of the baby and placenta through 
an anterior transverse incision, total hysterectomy was performed 
The contused and retracted vaginal fragments were trimmed and 
sutured. Blood was continued. She made a good recovery. 


Points of interest in this case : (1) There was a history 
of increasing dystocia. (2) X-ray examination showed a 
gynecoid flat pelvis with a brim antero-posterior measure- 
ment of 10 cm. (3) The absence of vaginal bleeding despite 
laceration of uterus and fornix. The lower segment and 
upper vagina were firmly compressed by the head. (4) Micro- 
scopical examination of the ruptured area showed the uterine 
wall to consist almost entirely of oedematous and congested 
fibrous tissue. Chronic subinvolution must have been an 
important factor in this case. 

Case F.—A 14-gravida aged 42 had a spontaneous delivery 
of a living 8}-lb. (4-kg.) foetus. She collapsed 10 hours after 
delivery but responded to resuscitation. She was examined 
vaginally 24 hours later, when a haematoma became palpable 
above. Transfusion was followed by hysterectomy. There was 
an incomplete rupture into the broad ligament. The patient 
died of infection on the fourth day. 

Collapse after delivery in a grand multipara is suggestive 
of rupture. Examination and active treatment should have 
been undertaken sooner in this case. 

Case G.—The patient was aged 37 and a 7-gravida. A breech 
extraction had been performed for foetal distress in the second 
stage, but the 10 Ib. 3 oz. (4.6-kg.) foetus could not be revived. 
There was no haemorrhage, but examination for retained placenta 
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showed that it (the placenta) had passed into the peritoneal 
cavity through a large rupture in the upper segment. With hyster- 
ectomy and transfusion, she made a good recovery 

In this case rupture may have preceded the breech extrac 
tion 

A history of easy deliveries does not preclude the possi 
bility of difficulty in a subsequent labour In multiparae 
difficult labour may be caused by : 


Faults in the Foetus.—Bigger baby ; hydrocephaly ; brow 
or face, mentoposterior ; asynclitism ; shoulder ; breech with 
complications 

Faults in the Uterus.—-Hypotonic inertia or other form 
of incoordinate uterine action. 

Faults in the Abdominal Musculature—Laxity may result 
in the abnorma! presentations mentioned above or in poor 
bearing-down efforts 

Faults in the Bony Pelvis.—In our opinion secondary con- 
traction occurs in a small percentage of multiparae. Let us 
visualize the woman who has delivered several babies in 
rapid succession. During pregnancy the joints of the pelvis 
softened in order to permit what Munro Kerr has so aptly 
described as the “give” in labour. After each delivery 
the mother resumed hard work in the home or elsewhere. 
Before normal joint or ligamentous tone was recovered she 
became pregnant again In time the sacrum, as a whole, 
moved forwards or its upper part tilted anteriorly to cause 
flattening of the pelvis. 

In 500 consecutive cases of disproportion in one of our 
hospitals, 40% were multiparae The reader is referred to 
Donald's (1955) book and to a paper by one of us (Feeney, 
1983) 


Obstructed Labour Other Than by Shoulder 
Presentation or Hydrocephalus 


Below are two instances of rupture associated apparently 
with disproportion and one with brow presentation 

If a multipara should advance in labour to full dilatation 
of the cervix and if the presenting part should remain above 
the brim despite good pains for a reasonable period of one 
hour, it signifies a serious abnormality. The patient should 
therefore be carefully examined with the whole hand, and if 
necessary an anaesthetic should be administered for the 
examination In these circumstances, as indicated in the 
previous section, the following abnormalities should be con- 
sidered : brow, face, hydrocephalus, marked tilting of the 
head, disproportion with larger foetus than previously, 
tumours, etc. If the presenting part should be a breech the 
fit may be “ tight ” with a large foetus, or extended legs may 
be delaying or preventing flexion of the body. Brow is of 
particular importance because (a) it is mechanically the most 
unfavourable cephalic presentation, (b) it is easily missed 
in rectal or one-finger vaginal examination, and (c) it may 
occur in the multipara in association with laxity of the 
abdominal and uterine walls or as an indication of dispro- 
portion. Marked asynclitism is, in itself, an occasional cause 
of serious dystocia 

Case H.—A 5-gravida aged 40 had a history of difficult vaginal 
deliveries. She was admitted in obstructed labour with signs 
of impending or actual rupture (rigidity of abdominal wall, 
tenderness with tonic contraction, thinning and expansion of 
lower segment, no foetal heart, constriction ring, tachycardia). It 
was difficult to palpate the foetus and the pelvis was empty. 
Laparotomy revealed that the uterus had ruptured transversely 
behind the uterovesical fold, which itself had split. It was 
again as if the patient had performed a lower-segment section 
upon herself, but the tear had extended laterally into the broad 
ligament to open the uterine vein and vertically into the anterior 
wall of the cervix. Total hysterectomy resulted in a good re- 
covery. The pelvis was shown to be flat by subsequent x-ray 
examination and the foetus was large. There had been evident 
disproportion. 

Case 1-—A 9-gravida aged 37 was admitted from a distance 
after two to three days’ poor labour at term. Previous history of 
dystocia, including difficult forceps, face, breech, and prolapse of 
cord. All the babies, however, had survived. The abdomen was 
tender and resistant; there were no foetal parts in the pelvis 
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and the foetal heart was not audible. The doctor gave an 
accurate and graphic description of the “* disappearance " of the 
foetus. On laparotomy the uterus was ruptured through the 
whole extent of the left lateral wall from fundus to cervix. The 
baby had apparently first escaped into the broad ligament and 
then through the posterior leaf of the latter. He (the foetus) was 
neatly tucked up behind the costal margin. The placenta was in 
the ragged remnant of the broad ligament. The peritoneal cavity 
contained about 15 oz. (425 ml.) of blood. A transfusion was 
set up and the uterus removed. Recovery was very smooth 
Microscopical examination of the ruptured area showed no note- 
worthy abnormality. 

In both of the above cases it is, of course, possible that 
the scar of a previous incomplete rupture yielded in the 
present labour. 

Case J.—A 4-gravida aged 35 was in labour outside the service 
of the hospital, with a brow presentation. After sudden cessation 
of the pains and of the foetal heart she was admitted to hospital. 
On laparotomy the lower segment had ruptured anteriorly and 
laterally. he foetal head was in the uterus with its body in the 
peritoneal cavity. Hysterectomy and transfusion were followed 
by uneventful recovery. 


Precipitate Labour 


Case K.—This patient was an 8-gravida aged 36. A second- 
degree placenta praevia was treated by puncture of the membranes 
and scalp traction, but the labour which followed was precipitate. 
She collapsed 30 minutes after delivery of a living foetus. Ex- 
umination revealed a complete tear in the lateral wall of the 
upper segment. Hysterectomy and transfusion resulted in a 
smooth convalescence. 

If dilatation and expulsion are unduly rapid the soft 
tissues of the mother may be subjected to traumatic stresses 
and strains, occasionally resulting in rupture. In addition, 
powerful expulsive contractions may prevent placental ex- 
change and cause foetal distress or death 


Scarring of the Cervix 


Following previous repair (amputation or trachelorrhaphy) 
the cervix usually softens and dilates in labour. Fifty patients 
who had undergone operation on the cervix and who later 
proceeded to term or near-term labour were investigated by 
one of us: five had elective caesarean section for “* age,” 
“extent of repair,” etc. ; two had caesarean section in labour 
because of failure of dilatation after reasonable trial ; one 
had bilateral division of the vaginal cervix and forceps 
delivery ; one had vaginal hysterotomy elsewhere ; and 41 
had safe vaginal deliveries (Feeney). Each case must be 
decided on its own merits (obstetrical history, age, size of 
foetus, nature of operation, anatomical and functional result, 
dilatation in labour, etc.). The woman who has a scarred 
cervix or vagina must always be carefully observed in labour. 
The risks are splitting of scar tissue, extension of the lacera- 
tion, and traumatic haemorrhage. In the operative treatment 
of prolapse in young women amputation of the cervix should 
be avoided, provided the result of the operation is not likely 
to be prejudiced by the omission of this step. 


Spontaneous Rupture of the Vaginal and 
Supravaginal Cervix 


In all reported series of cases of rupture of the uterus, 
traumatic haemorrhage, shock, and even death are described 
as having occurred after a lesion of this nature. The patient 
is usually a multipara, delivery is spontaneous, variable ex- 
ternal haemorrhage occurs, and examination reveals a tear 
in the cervix which extends through the vaginal vault into 
the supravaginal cervix and not infrequently into the lateral 
wall of the lower segment, causing an effusion of blood into 
the corresponding broad ligament. The injury is a pernicious 
one in that it may be missed and may cause death within a 
few hours. Unexplained shock or haemorrhage after the 
third stage of labour demands immediate vaginal examina- 
tion. 

Case L.—A 10-gravida aged 45 had received no antenatal care. 
She was first admitted at 36 weeks with mild accidental haemor- 
rhage. No placenta could be felt and she took her discharge after 
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some days. Pains started the following morning and she was re- 
admitted for the spontaneous delivery of a living 6-Ib. (2.7-kg.) 
infant after 10 hours’ labour. Third-stage bleeding occurred. A 
transfusion was set up. One hour after delivery the placenta 
was manually removed, but the tear in the cervix was not noted at 
this time. Further bleeding occurred and transfusion was con- 
tinued. She now revealed a tear in the vaginal cervix, which was 
sutured. She died 14 hours after delivery. Necropsy showed a 
laceration of the vaginal cervix on the right, extending through the 
vaginal vault into the supravaginal cervix and upwards in the 
lateral wall of the uterus, with a haematoma in the corresponding 
broad ligament. The amount of internal bleeding, which was 
limited by the broad ligament, was scarcely sufficient to cause 
death, but in combination with external loss and the shock of the 
injury it proved too much for a patient who was ill nourished. 


Manual removal was delayed. The tear was not ade- 
quately sutured. At the age of 45 hysterectomy should have 
been performed. 


Case M.—An 8-gravida aged 32 had a spontaneous miscarriage 
at five to six months. Traumatic post-partum haemorrhage 
occurred from a transverse tear in the anterior wall of the 
vaginal cervix which extended upwards into the supravaginal 
cervix on one side. The laceration was sutured. In all, 7 pints 
(4 litres) of blood was administered. Oliguria and rising blood 
urea gave cause for anxiety in the puerperium, but she made a 
good recovery. 

Case N.—This patient, a 1-gravida aged 23, was in excellent 
health. There were no previous operations, At term she delivered 
herself of a 74}-lb. (3.3-kg.) living infant after a labour lasting 
10 hours. The third stage was normal and two sutures were 
inserted in a perineal laceration. Four hours post partum, she 
suffered intense vulvo-vaginal pain and became quite shocked. 
Examination showed, below, a large left vulvo-vaginal haematoma 
and, above, an extensive effusion into the left broad ligament, 
which had displaced the recently delivered uterus to the opposite 
side. A transfusion was set up and the haematoma below was 
evacuated, with immediate relief of pain. There was a tear in 
the vaginal cervix on the left side. Her condition improved and 
she was treated conservatively by the administration of blood, 
sedatives, and penicillin. Healing of the cervix and vagina and 
absorption of the effusion above proceeded in a most remarkable 
manner. One week after delivery the pelvic organs appeared 
quite normal 

Case N is of interest in that it occurred in a young, 
healthy, and “undoctored™ primigravida. Apparently 
bleeding occurred both above and below the strong pelvic 
fascia, whose central pivotal attachment is to the supra- 
vaginal cervix. The patient has not become pregnant again 
over a period of five years, although her pelvic organs appear 
normal. 

Case O.—A 1-gravida aged 25 had a spontaneous delivery of a 
living 74-Ib. (3.3-kg.) foetus with a normal third stage. She 
collapsed 11 hours later. There was an extensive and expanding 
haematoma in the broad ligament, extending ubove the brim of 
the pelvis. Hysterectomy and transfusion resulted in a good 
recovery 

It was unfortunate that hysterectomy proved necessary in 
such a young patient. 


Direct Injury to the Pregnant Abdomen 

Case P.—A 3-gravida aged 25 was injured in a motor accident 
and died immediately on admission There was a complete 
rupture across the fundus. The dead foetus was free in the 
peritoneal cavity. 

In this group are included occasional cases of rupture 
and perforation of the pregnant uterus caused by blows, 
kicks, falls, motor accidents, gunshot and knife wounds, etc. 


Other Groups 


Congenital Abnormalities of Uterus—In this category 
would be included those cases of rupture of the pregnart 
horn of a bicornuate uterus, or of the pregnant rudimentary 
horn of a double uterus, giving rise to the signs and symp- 
toms ordinarily associated with the more severe cases of 
disturbed tubal pregnancy. Fletcher Shaw (1930) described 
a case in which rupture occurred, presumably as a result 
of weakness at the site of fusion of the Miillerian ducts. 


RUPTURE OF UTERUS 


Angular Implantation and Development of the Ovum.— 
A few cases of rupture of the uterus from this cause have 
been described. 

Vesicular Mole-—Munro Kerr and Chassar Moir (1949) 
mention rupture caused by penetrating mole. 


Clinical Features 


As already noted, if complete rupture of the uterus remains 
undiagnosed the termination is usually fatal ; if it is treated 
in good time the chances of recovery are very good. Early 
diagnosis is therefore of great importance. Rupture should 
be constantly borne in mind, and not infrequently suspected, 
if it is not to be missed in the occasional case in which it 
does occur. It is a worthy subject of an obstetrical truism 
—that is, if a multiparous patient, in pregnancy, in labour, 
or in the early post-partum period, should develop constitu- 
tional or local (abdomino-pelvic) signs and symptoms for 
which there is no ready explanation, then rupture of the 
uterus should at least be suspected. To advance a stage 
further : some years ago cases were recorded of patients 
who died of puerperal sepsis and in whom necropsy revealed 
complete rupture, previously unsuspected. 

The clinical picture of rupture is variable because it de- 
pends upon several factors, such as the time of occurrence 
(pregnancy, early or late labour), the cause or the nature of 
the force which has been applied to the uterus (yielding of 
an operation scar, version, obstruction, attrition, etc.), the 
degree of rupture, the position and extent of rupture, the 
amount of intraperitoneal spill, the size of the blood vessels 
involved, the complete or partial extrusion of the foetus and 
placenta, the intensity of retraction of the uterine muscle, 
the condition of the patient. It may be stated initially, as 
in the case of ectopic pregnancy, that rupture does not 
usually strike a patient down suddenly and dramatically. In 
a general way cases of rupture may be clinically subdivided 
as follows : 

1. Quiet, silent, or occult rupture, in which the accident 
occurs without, at first, the signs and symptoms that are 
ordinarily associated with rupture of an abdominal organ. 
Diagnosis may therefore be difficult or unduly delayed, and 
unless the possibility of rupture is entertained it may be 
missed. In quiet rupture we visualize the uncomplaining 
multipara in labour or the patient whose caesarean section 
scar is stretching and finally yields in either pregnancy or 
labour. Nothing dramatic happens, but the observant doctor 
or nurse notices an increase in the pulse rate, pallor, perhaps 
slight vaginal bleeding, and the patient complains of some 
pain. Contractions may continue unaltered, but the cervix 
fails to dilate further. This is an important point. 

2. Ordinary variety of rupture in which more obvious 
signs and symptoms develop over a period of a few hours : 
abdominal pain, vomiting, faintness, vaginal bleeding, pallor, 
tachycardia, tenderness on palpation, cessation of the foetal 
heart. These symptoms may have arisen unexpectedly in 
pregnancy or developed during labour. One of the so-called 
pathognomonic signs of constriction-ring dystocia is that, 
despite a painful colicky type of contraction originating and 
felt in the upper part of the uterus, no impulse of descent 
or pressure is imparted to the presenting foetal head below. 
Presumably the wave of contraction is interrupted in its 
descent at the constriction ring. As already indicated, a 
somewhat similar phenomenon occasionally occurs in rupture 
of the lower segment. We have observed a case, not included 
in the present series, in which the downward contractile 
impulse was apparently cut off by the gap in the continuity 
of the muscle fibres at the site of rupture. After rupture 
the uterus continued to contract above, but the foetal head 
below remained immobile to the examining finger during a 
contraction. At laparotomy the endometrium and muscle 
in a lower-segment scar had undergone recent and wide 
separation, but the peritoneum had remained intact. At 
the same time violent rupture of a scar, with retention of 
the peritoneal covering, may result in a state of immediate 
and comparative freedom from acute pain and discomfort. 
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These observations indicate that contractions do not neces- 
sarily cease when the uterus ruptures. Of course, with exten- 
sive rupture and partial or complete extrusion of the foetus, 
widespread disorganization of the neuromuscular function 
of the uterus as a whole would be expected. In yet another 
proved unilateral rupture of the anterior wall of 
the lower 1 more or less transversely placed con- 
traction ring, easily visible at the upper limit of the thinning 
lower segment, changed in appearance at the apparent 
moment of complete rupture ; it sagged downwards on the 
side of the rupture and was drawn further upwards on the 
intact side 


case of 


scement 


3. biolent variety, 10 which it becomes apparent over a 
period of one hour or less, in pregnancy or in labour, that 
i serrous abdomino-pelvic accident has just occurred. At 
first may have been present the threatened 
rupture with “ forcing ” pains, éxpansion of the lower seg- 
ment, and elevation of Bandl's ring Then may follow a 
sensation of something having yielded, a change in the 
character of the contractions and, possibly, in the contour 
of the abdominal swelling, ease of palpation of the foetal 
parts, cessation of the foetal heart, vaginal bleeding, recession 
of the presenting part, and shock and collapse. Bladder 
symptoms, including haematuria, may be complained of 

! Diagnosis.—-Here the condition 
iS not suspected or diagnosed until the patient has become 
established upon a but progressive downhill post 
partum path ; until she has suffered from the effects of slight 
but persistent post-partum bleeding; until a haematoma 
develops in the broad ligament; or, unfortunately, until 
necropsy is performed. The rupture which does not cause 
symptoms until the early post-partum period is of special 
importance, because bleeding, traumatic in origin, may be 
itiributed to atony of the uterus, and collapse to so-called 
obstetrical shock, Keeping these circumstances in mind, let 
us visualize the patient who has been delivered, but whose 
condition is not satisfactory She may have actually col- 
lapsed from shock or haemorrhage, in which event it will be 
obvious that all is not well; she may be losing blood in a 
persistent trickle or ooze ; her general condition, as indicated 
by changes in the pulse, blood pressure, and colour, may 
show a steady deterioration over a number of hours ; she 
may be suffering from abdominal or vulvovaginal pain. It 
may even be that she is not quite right and that we are 
uneasy about her, without just knowing why. The records of 
the hospitals indicate quite clearly that maternal deaths occur 
from unsuspected lacerations of the genital tract. Not infre- 
quently these fatalities are attributed to obstetrical shock, 
but necropsy, if performed, indicates a primary traumatic 
cause. The lesson to be learned, and remembered, from this 
is : when in doubt examine the patient vaginally without 
delay 
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Treatment 


The patient with threatened rupture should be examined 
gently but thoroughly, under an anaesthetic, by a person 
experienced enough to carry out whichever method of 
treatment may be indicated. The actual treatment to be 
adopted will depend upon the circumstances of the case and 
will include such an operation as craniotomy, aspiration of 
a hydrocephalic head, decapitation, symphysiotomy. or 
caesarean section. Intrauterine examinations and manipula- 
tions should be carried out with great care, and version is 
contraindicated. 

If rupture is strongly suspected or diagnosed before 
delivery, the abdomen is usually opened as for the rupture 
of any abdominal viscus. The procedure then depends upon 
the conditions present. If the rupture is large the foetus 
and placenta are removed and hysterectomy is performed 
If the rupture is less extensive, if the case is a “ clean” one. 
and if it should be desirable to retain the uterus. the rent may 
be sutured. In an anterior rupture of the lower segment 
the bladder should always be inspected. The safety of the 
ureters should be provided for. Blood transfusion is of great 
value and has improved the prognosis. Anaesthesia should 
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be of the best available quality. In an occasional case of 
rupture the foetus may be removed per vaginam, provided 
this can be done without difficulty. Manual examination of 
the genital canal is then carried out and laparotomy per- 
formed if considered necessary. 

if rupture is not diagnosed until after delivery the method 
of treatment is determined by the extent of the laceration 
that is. whether it is complete or partial In complete 
rupture laparotomy is indicated ; in partial rupture a cautious 
trial of treatment by plugging from below may be employed. 

Rupture of the vaginal vault with extension into the para- 
cervical tissues or into the base of the broad ligament pre- 
sents a special problem, because transfusion with suturing or 
packing of the rent per vaginam may suffice to restore the 
patient and to control the bleeding. The patient should, 
however, be carefully observed and abdominal operation per- 
formed if progress is not satisfactory 

In a case of obvious complete and extensive rupture with 
extrusion of the foetus into the peritoneal cavity and with 
vaginal bleeding, ergometrine may be administered as an 
emergency measure in order to control bleeding from the 
rent and from the placental site while preparations for 
hysterectomy are being made 


Summary and Conclusions 

Che clinical details of 45 cases of rupture and perfora- 
tion of the uterus in association with pregnancy are 
described. There were seven maternal deaths, a mor- 
tality of 15.5° Of the seven deaths, it is considered 
that a fatal termination might have been avoided in six. 
In these six cases the following errors were made : mis- 
diagnosis within the hospital of quiet rupture as sub- 
acute bacterial endocarditis; performance of difficult 
version with tight uterus outside the hospital ; “ failed 
forceps” and the administration of a large dose of 
oxytocin outside the hospital ; delayed diagnosis within 
the hospital in two cases ; long transport after a motor 


accident The fate of 46 foetuses in the 45 cases 
was as follows: 20 survived, 22 died, 3 abortions, | 
miscarriage 


Classical caesarean section is no longer performed in 
the two hospitals mentioned, but patients bearing clas- 
sical scars occasionally return for repeat section or, more 
rarely, with a view to vaginal delivery. The classical 
scar should always be regarded with suspicion. The 
lower-segment scar may also be imperfect. All women 
bearing scars of previous uterine operations should re- 
ceive special care in pregnancy and in labour, if the 
latter is permitted. Although scars must always cause 
some concern, we do not subscribe to the belief “ once 
a Caesarean, always a caesarean.” When vaginal delivery 
after previous section is contemplated, certain strict pre- 
cautions should be adopted. 

Two cases of combined rupture of the uterus and 
bladder are summarized. 

A combination of events conducive to rupture may 
develop quickly in neglected shoulder presentation. 

Internal version should not be attempted unless the 
conditions for its safe performance are present. A 
bad failure of forceps delivery may cause serious trauma. 
Abortions should be cleared out under direct vision. 
The soft subinvoluted puerperal uterus is easily per- 
forated. 

Hydrocephalus is a potentially dangerous complication 
because minor and moderate degrees of the abnormality, 
sufficient to cause serious difficulty in labour, are easily 
missed, Diagnosis, both clinical and radiological, is not 
as easy as the textbooks indicate. 
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Before delivery, posterior pituitary extract should be 
used with great care. Certain criteria for the relatively 
safe employment of this substance are indicated. 

High multiparity provides certain problems, one of 
which is the possibility of spontaneous rupture of the 
uterus. The causes of dystocia in the multipara are 
summarized. 

Brow presentation should always be considered when 
the foetal head fails to descend in the second stage of 
labour, especially in the multipara. 

Precipitate labour may cause serious trauma to 
mother and foetus. 

Women who have had plastic cervical and vaginal 
operations should be delivered in hospital. 

Spontaneous rupture of the vaginal and supravaginal 
cervix with extension into the broad ligament is de- 
scribed, with illustrative cases. 

Four clinical varieties of rupture are described. The 
“quiet” and “delayed” varieties are easily missed. 
Stress is laid upon early diagnosis. 

Treatment is summarized. The value of transfusion 
is stressed. 

The incidence of rupture and perforation of the uterus 
in association with pregnancy was 1 in 1,200 of all 
deliveries in the service of the two hospitals. 
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The clinical and serological picture of cases of acquired 
haemolytic anaemia (A.H.A.) has been the subject of 
many recent publications. In spite of the clarification 
of some problems, it would appear that we are still some 
way from a full understanding of this condition, and in 
all likelihood different clinical and pathological entities 
are still summarized under the one heading. There is no 
doubt that further observations and accurate recording 
of laboratory findings will help to distinguish clinical 
and pathological entities within this syndrome and will 
in the long run give us a better understanding of the 
many problems as yet unsolved. With this in view, we 
are reporting the clinical, haematological, and haemato- 
serological findings in two patients treated more or less 
simultaneously in two different hospitals. Both were 
diagnosed as cases of acute haemolytic anaemia, but they 
presented different clinical and haematoserologicai 
pictures, 

The disease under discussion has been given different 
names by different authors. The name “ acquired haemo- 
lytic anaemia” (A.H.A.) is used throughout this paper. 


Case 1 

A man aged 47, who worked in a granary, was admitted 
to hospital on May 17, 1954. He gave a history of auricu- 
lar fibrillation of unknown aetiology since 1941, and of 
dyspnoea, fatigue, pallor, and giddiness for nine weeks. He 
had had some nausea but no vomiting and had been sweat- 
ing excessively. There was a history of pains and swelling 
of the joints at the age of 15, although he had not been 
admitted to hospital. He had had whooping-cough in 1948 
and influenza in 1950. He was not old enough to serve in 
the first world war, and at the beginning of the second was 
rejected for military service on account of his heart condi- 
tion, There was no family history of anaemia or jaundice. 

On examination the skin showed café-au-lait colour with 
slight conjunctival icterus ; heart apex rate 108, with com- 
plete irregularity. Apical systolic and diastolic murmurs 
were audible, the latter only after exercise. There was slight 
clubbing of the fingers. Breath sounds were harsh in the 
left midzone. The spleen was one fingerbreadth below the 
costal margin. The provisional diagnosis was subacute 
bacterial endocarditis complicating mitral disease. 

Investigations —Repeated blood cultures were sterile. 
Urine: no red cells. Chest x-ray examination: patchy 
infiltration in left upper lobe suggestive of pneumonia or 
tuberculosis. Blood: Hb, 8 g./100 ml. (54%); haemato- 
crit, 25% ; white cells, 9.200 (metamyelocytes 180 (2%) 
polymorphs 6,990 (76%), lymphocytes 1,470 (16%), mono- 
cytes 550 (6°,)); reticulocytes, 0.5%. Biochemistry: serum 
bilirubin, 2.5 mg./100 ml.: direct van den Bergh reaction, 
negative ; serum proteins, 7.39 g. (albumin 4.24 g., globulin 
3.15 g.); thymol turbidity, 5 units ; E.S.R., 20 mm. an hour. 
Mantoux: positive 1/100, negative 1/1,000 and 1/10,000. 
No cold agglutinins or heterophil antibodies. Bacteriologi- 
cal and viral serological studies: negative for Br. abortus. 
enteric group, influenza, psittacosis, lymphogranuloma 
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venereum, Q fever, and streptococcus M.G. Repeated 
sputum examinations failed to reveal the tubercle bacillus, 
malignant cells, or fungi. 


Progress 

The patient ran a mild intermittent pyrexia and the pulse 
deficit was controlled with digoxin. A course of penicillin 
and streptomycin was started on May 17 and 2 pints 
(1,140 ml.) of Group O rhesus-positive blood (see below) 
were given fer the anaemia on May 21. On two occasions 
(May 11 and 18) the haemoglobin was found to be 7.6 g 
per 100 ml. On May 27 it was 8.5 g. and on June 1, 8.1 g. 
The rise was therefore not quite as high as would be expected 
after 2 pints of blood, but the fact that the rise persisted for 
some time might be significant. In the middle of June the 
pulmonary and radiological changes were unaltered, the 
blood picture was similar to that on admission, the E.S.R. 
remained at 20 mm. an hour, and the spleen was still 
palpable. 

The diagnosis of subacute bacterial endocarditis was given 
up, and as the pulmonary condition seemed most likely to 
be tuberculous the penicillin was stopped and P.A.S. given 
with the streptomycin instead. 

By the end of July there was a slight improvement in the 
lung x-ray film and the E.S.R. was 10 mm. an hour, but there 
was growing clinical evidence of periodic exacerbations of 
the patient's illness, during which he suffered loss of appetite, 
vomited, and appeared more jaundiced. Further investiga- 
tion yielded the following results. Blood: Hb, 10 g./100 ml. 
(68%); reticulocytes, 10% ; direct Coombs test, strongly 
positive ; serum bilirubin, 4.1 mg./100 ml.; saline fragility 
test, normal values. The urine contained an excess of 
urobilinogen 

With the demonstration of this active haemolytic pro- 
cess all treatment was stopped and on August 10 300 mg. 
of cortisone daily was started ; this was reduced to 250 mg. 
daily on August 19, being continued at this level until 
September 29. The patient's appetite improved, he put on 
weight, and after some fluctuation the Hb steadily rose 
simultaneously with a decrease in the reticulocyte count. 
However, the radiological changes in the chest had become 
more marked. As the patient was becoming oedematous, 
cortisone was reduced on September 30 to 150 mg. and 
then to 100 mg. daily. He improved steadily. The pul- 
monary findings were virtually unchanged, but produced 
no symptoms: their aetiology was still obscure: the mitral 
stenosis and auricular fibrillation were thought to be of 
rheumatic origin. By March 11, 1955, his Hb was 12.7 g. 
100 ml. (85%) and reticulocytes 3.6%. The dosage of corti- 
sone had been gradually reduced to 37.5 mg. daily, which 
seemed to be enough to maintain his haematological values. 
The direct Coombs test was still positive. 


Case 2 

A housewife aged 50 was admitted to hospital on Septem- 
ber 7, 1954, for investigation of profound anaemia associ- 
ated with jaundice and a purpuric rash. Her childhood had 
been healthy. At age 26 she had epilepsy, which was con- 
trolled initially with bromides and latterly with pheno- 
barbitone, 4 gr. (32 mg.) twice daily, and phenytoin, 14 gr. 
(100 mg.) each morning. (She had had phenobarbitone con- 
tinuously for the previous nine years, and was in the habit of 
doubling the dosage for a few days whenever a “ burst” of 
fits occurred—once or twice yearly on average.) She had 
had winter bronchitis for many years. The menopause 
occurred in 1952, There was no history of blood dyscrasia. 
The family history revealed nothing significant. 

The patient had been well up to March, 1954, when an 
exacerbation of her chest condition and fever occurred. At 
the same time she had a series of fits. Penicillin was given 
for her bronchitis. During convalescence she noticed for 
the first time widespread bruising and purpuric eruptions 
on her legs, abdomen, and arms. This eruption had per- 
sisted intermittently until her admission. Since April, 1954, 
she felt weak and had occasional severe headaches. Her 
friends had noted her pallor. In August she had another 
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severe cold “on her chest,” again necessitating penicillin. 
Her general condition rapidly deteriorated, with fever, in- 
creasing pallor, and definite jaundice at the beginning of 
September. On admission she was found to be obese, very 
pale, and moderately jaundiced ; widespread ecchymoses and 
purpura were present, particularly on the trunk and legs, but 
also on the palate and fundi. She was febrile. There was 
a haemic murmur over the base of the heart. The B.P. was 
145/65. The spleen was just palpable. 

Investigations.—The initial blood count showed: Hb, 
3.55 g./100 ml. (24%); P.C.V., 14%; white cells, 7,800 
(polymorphs 5,460 (70%), lymphocytes 2,028 (26%), mono- 
cytes 78 (1%), late normoblasts 234 (3°%%)); reticulocytes, 
50% ; platelets, fewer than 1,500 per c.mm. Biochemistry: 
bilirubin, 1.7 mg./100 ml.; serum proteins, 7 g./100 ml. 
(albumin 4.6 g., globulin 2.4 g.); thymol turbidity, |; 
colloidal gold, 0 ; alkaline phosphatase, 8 units per 100 ml. 
X-ray examination of the chest was clear. Urine: no 
albumin, sugar, or acetone. The direct Coombs test 
was strongly positive. A diagnosis of haemolytic anaemia 
and thrombocytopenic purpura was made. 


Progress 

As the anaemia seemed to be endangering her life, an 
emergency transfusion of 2 pints (1,140 ml.) of Group A 
rhesus-positive blood was given. This raised her Hb from 
3.55 g./100 ml. (24%) to 7.4 g./100 ml. (50%) on Septem- 
ber 10, but it had again fallen to 3.8 g./100 ml. (26%) by 
the 12th, and to 2.8 g./100 ml. (19%) on the 15th. It was 
1.5 g./100 ml. (10%) on the 16th. On this day the patient 
was so ill that a further 3 pints (1,700 ml.) of blood had 
to be given in spite of doubts about its compatibility. This 
transfusion raised her Hb to 6.8 g./100 ml. (46%). (For 
details of the blood given, see below.) 

It was obvious from the clinical and haematological find- 
ings that transfusion treatment produced only very tem- 
porary improvement. The fall in the Hb level and the 
increase of jaundice which followed the transfusion made 
it apparent that the blood was very rapidly destroyed. On 
September 17, therefore, 300 mg. of cortisone daily was 
started. This resulted in a rapid improvement of her con- 
dition, and though on September 21 the Hb had fallen to 
5.4 g./100 ml. (37%), it had risen on the 25th to 6.9 g./ 
100 ml. (47%), and was 9.6 g./100 ml. (70%) by the end of 
October. Platelets, however, still remained very scanty, 
though ng new ecchymoses had appeared. The patient was 
discharged home on a maintenance dose of 25 mg. of corti- 
sone daily on November 13. 

However, on November 26, she developed an infection of 
the upper respiratory tract and a sore throat. Within a day 
or two there was a further haemolytic crisis, necessitating 
readmission on December 2. A good response to cortisone 
was obtained and she was again discharged on December 23 
on 75 mg. of cortisone daily. Clinically she was very well. 
Another cold developed almost immediately and she had 
to be readmitted on December 30 in a severe haemolytic 
crisis. This time there was also considerable bleeding from 
her gums and nose. She was also suffering from severe 
headaches. An increase of the cortisone dosage produced 
a clinical remission, and up to the time of writing (March, 
1955) the patient had remained well on 62.5 mg. of cortisone 
daily. She was doing all her housework and her blood 
values were as follows: Hb, 11.1 g./100 ml. (75%) ; reticulo- 


cytes, 7%. 
Serological Investigations 

The direct Coombs test,* rhesus typing, and investigation 
for the presence of antibodies were carried out according 
to the methods described by Weiner et al. (1953). 

Indirect Coombs Test.—Cells washed three times were 
firmly packed and 1 volume was deposited at the bottom 
of a precipitin tube. To this was added 5 volumes of serum 
or eluate respectively. After the contents of the precipitin 

*We are indebted to Dr. P. Kidd, of Worcester, for the excel- 
lent a TT serum which he prepared and made 
available to us. It was used exclusively in this investigation and 
had an exceedingly high titre (1:1,500 against weakly sensitized 
D-positive cells). 
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tubes had been thoroughly mixed by vigorous shaking, the 
tubes were closed with a rubber bung and incubated for two 
hours at least in an incubator at 37° C. (Volumes used 
were approximately 0.02 ml. packed cells and 0.1 ml. serum 
or eluate.) After incubation the contents of the precipitin 
tubes were transferred with a clean Pasteur pipette into 
Kahn tubes. These were then filled up with saline and 
the cells thoroughly suspended. The cells were washed in 
the usual way three times and the same procedure was 
followed as for the performance of the direct Coombs test. 
Preparation of Eluates.—The eluates were prepared by a 
method which will be described in detail elsewhere. 


Results in Case 1 


The patient's cells gave on all occasions a strongly posi- 
tive direct Coombs test. They were found to be Group 
O and rhesus-positive ; were agglutinated by anti-C, anti-D, 
and anti-c; and were not agglutinated by anti-E, This 
result corresponds to the phenotype CcDee, and the most 
frequent genotype within this phenotype is CDe/cde. This 
investigation was repeated next day and gave identical 
results. The sera used were the routine sera used in the 
Blood Transfusion Service laboratory for this type of in- 
vestigation and had, of course, not only been used on many 
previous occasions with consistent results but, as pointed 
out above, there had been suitable controls with every run. 
In particular, the anti-E antiserum was a saline agglutinat- 
ing serum of high potency obtained from a CDe/cde donor 
who had formed it in response to a stimulation by preg- 
nancy. Its titre was at least 64 against single dose 
E-positive cells. For this investigation it was used in a 1:1 
dilution and the control (a cell of the genotype CDe/cDE) 
gave a ++ reaction. The serum was investigated simul- 
taneously, and it contained an anti-E antibody giving a 
good double-dose reaction with EE cells and acting best by 
means of the indirect Coombs test. These results were 
taken to mean that the antibody in the serum had been 
produced by the previous transfusion and the genotype 
obtained fitted this assumption. well. 

An eluate prepared from the patient's cells overnight and 
investigated next day gave, however, a most unexpected 
result, which necessitated a complete revision of our 
assumptions. Most surprisingly the eluate showed a very 
strong anti-E activity—even stronger than the one found in 
the serum, It was obvious that the eluate contained an anti- 
E antibody which must have been fixed to the cells and had 
been eluted from them. This naturally necessitated the 
assumption that the cells contained the E antigen. How- 
ever, this assumption again seemed to conflict with our find- 
ings of the day before, when the cells did not react with the 
anti-E antiserum and were therefore regarded as E-negative. 
The investigation for the genotype of the patient was for 
this reason repeated, but again a negative result was 
obtained with the anti-E antiserum. 

To resolve, if possible, these conflicting results, the in- 
vestigations were repeated 10 days later on a fresh specimen 
of blood. The cells were now tested not only with the 
anti-E antiserum used previously but with a further six 
anti-E antisera. Each, including the original one, now gave 
a positive reaction. The phenotype of the patient as now 
determined was CcDE, with its most likely genotype CDe/ 
cDE. The results of an extensive family investigation fully 
supported this assumption. The wrong result obtained in 
the first investigation can only be explained by the fact that 
the anti-E antibody fixed to the.cells blocked the E antigen 
and prevented agglutination of the cells by the agglutinating 
serum used, The “ blocking” effect in anti-rhesus antisera 
was simultaneously discovered by Race (1944) and Wiener 
(1944) independently, and we believe ‘that we were dealing 
here with the same phenomenon. 

The two donors who had contributed to the one trans- 
fusion the patient had (see above) were reinvestigated with 
the following results:—First donor: most likely genotype 
CDe/CDe (phenotype CCDee); second donor: most likely 
genotype CDe/cde (phenotype CcDee). This result makes 
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it obvious that neither of the two donors has an E and 
could not, therefore, have stimulated the production of this 
antibody in the patient, and provided additional proof that 
the antibody found in the patient’s serum and eluate was 
not due to the transfusion given previously. 

The blocking effect of the patient’s own anti-E antibody 
on his own cells became much weaker later on, but we 
could show it experimentally with the originally prepared 
eluate and the original serum. E-positive cells were used 
which were incubated in parallel with the patient's serum, 
the eluate, and normal AB serum respectively. They were 
used after incubation without washing and also after they 
had been washed three times in normal saline. The action 
of anti-D was not inhibited at all, and the cells incubated 
with AB serum reacted as strongly as before to anti-E anti- 
sera. A much weaker reaction with the same anti-E anti- 
sera was obtained, however, on the cells which had been 
incubated with both the eluate and the serum, particularly 
after they had been washed. 


Results in Case 2 

The specimen from this patient was found to be Group A 
and rhesus-positive, and genotyping was possible only after 
the cells had been washed eight times to abolish a certain 
degree of auto-agglutination. The phenotype found was 
ccDEe, corresponding most likely to the genotype cDE/cde. 
The serum of this specimen contained an anti-E antibody, 
but the investigation of the eluate gave at first somewhat 
confusing results. It undoubtedly contained an anti-E re- 
acting with all E-positive cells immediately and strongly. 
Agglutination, however, occurred with some E-negative cells 
as well, though after a longer interval and causing smaller 
agglutinates. This was shown to be due to an anti-c. No 
trace of this latter antibody could be found in the serum. 
All five donors used were Group A and rhesus-positive, and 
had the following genotypes (phenotypes): /st transfusion 
—First donor genotype CDe/cDE (phenotype CcDE); 
second donor genotype CDe/CDe (phenotype CCDee). 2nd 
transfusion—third donor genotype CDe/cde (phenotype 
CcDee); fourth donor genotype CDe/CDe (phenotype 
CCDee) ; fifth donor genotype cDE/cde (phenotype ccDEe). 

Three donors (first, third, and fifth) carried either one or 
two antigens (c or c + E) against which the patient possessed 
an antibody. Four donors had the C antigen. Only the 
blood from the fifth donor was truly homologous—though 
incompatible. 

It was, of course, tempting to think that the thrombo- 
cytopenia found in this patient was also due to immuno- 
logical causes (Evans et al., 1951; Stefanini et al., 1953). 
We were, however, unsuccessful in demonstrating platelet 
agglutinins either in the serum or in the eluate of the 


patient. 
Clinical Aspect 

The first case presented with such a variety of symptoms 
and signs that the diagnosis of haemolytic anaemia was not 
at first contemplated. A connexion between the heart 
lesion and the haemolytic anaemia would seem to be un- 
likely. The same need not necessarily be true of the lung 
condition found in this patient. The connexion between 
A.H.A. and virus pneumonia has now been firmly estab- 
lished. The serum was investigated extensively for the 
presence of antiviral antibodies, and, though nothing signi- 
ficant was found, it is tempting to think that a virus may 
have played some part in the aetiology of his disease. The 
radiological appearances are similar to those in the case 
described by Weiner et al. (1953). They could not establish 
a definite diagnosis of the lung condition during life, but 
since the publication of their paper the patient has died 
and a necropsy performed by Dr. B. T. Davis showed 
fibrotic changes only, which contained doubly refractile 
bodies. (The patient had never been exposed to silica.) The 
occurrence of a rather similar lung condition in two cases 
of a rare disease might perhaps be suggestive of a more 
intimate relationship between the two conditions, and it 
might be interesting to find out whether similar lung 
changes occur in other cases of A.H.A. 
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Case 2 presented primarily with purpura. No connexion 
could be established with the medication, as its cessation 
did net bring about any improvement. Cortisone treatment 
had a beneficial effect, but it is interesting to note that, 
though the purpura and bleeding stopped, the platelet count 
did not go up significantly. This behaviour may be indica- 
tive of the involvement of the vascular endothelium in the 
immunological process. Dameshek (1953) and Stefanini 
and Dameshek (1954) have on several occasions pointed out 
that this system may participate in the immunological pro- 
cess, and it seems remarkable that, in spite of the fact that 
the platelets did not rise under treatment, the purpura de- 
creased greatly when the patient was in remission. 

Both patients were treated with liberal doses of cortisone. 
The haemolytic crises were controlled by this medication, 
and the first patient had been keeping well on a mainten- 
ance dose of 37.5 mg. daily. The second patient was on a 
maintenance dose of 62.5 mg. a day and was doing all her 
housework. She claimed to be fitter than for a long time 


past. 
Serological Aspect 

Since Weiner ef al. (1953) described the finding of a 
specific antibody directed against an antigen on the patient's 
own cells numerous papers dealing with the same subject 
have been published confirming the occurrence of specific 
antibodies in A.H.A. (Hollinder, 1953; van Loghem and 
van der Hart, 1954a, 1954b; Dacie, 1953; Dacie and Cut- 
bush, 1954; Fliickiger er al., 1955). The antibodies so 
far found by the various authors were directed against the 
following antigens: e, c, D, Jk*, Kell, and B. Nearly all 
of these antigens were within the rhesus system. The anti- 
bodies were always found in the eluates and sometimes also 
in the sera. Cases 1 and 2 showed an anti-E antibody which 
so far has not been reported as a “ spontaneous antibody 
in A.H.A.* In both sera and eluates this antibody was 
present to a fairly high titre. Anti-c was present in the 
eluate (Case 2) but absent from the serum. This is prob- 
ably explained by the assumption that this antibody was 
produced in smaller quantities than the anti-E antibody and 
that all of it was attached to the surface of the cells. Sero- 
logically it must be of the same importance as an antibody 
found both in the serum and in the eluate. 


Treatment 
If confronted with severe anaemia in people who are 
gravely ill, one’s thought would first turn to treatment by 


blood transfusion. This, in the light of our present know- 
ledge, produces considerable difficulties. In the normal run 
of events, one would expect a homologous transfusion to 
be compatible if by homologous is understood that the 
blood to be transfused should, so far as possible, have the 
same antigenic structure as the blood of the patient who is 
to receive it. In A.H.A., conditions are entirely different, 
as the papers quoted above and our own cases have shown. 
If a compatible transfusion is defined as a transfusion given 
to a patient whose serum does not contain an antibody 
directed against any antigen carried on the donor's cells, 
homologous transfusions in patients suffering from A.H.A. 
cannot, in the light of our present knowledge, be regarded 
as compatible. Both patients had an anti-E antibody in 
their sera, and compatible blood would have had to be E- 
negative. 

In Case | the blood to be given should have been one of 
the following genotypes: CDe/CDe, CDe/cde, cDe/cde, 
ede/cde, to mention only the most frequent ones. CDe/cde. 
cDe/cde, and cde/cde would, of course, have been incom- 
patible in Case 2 as it could be shown that the eluate con- 
tained an anti-c antibody, The only two tvpes of blood 
suitable for this patient would have been CDe/CDe or 
CDe/Cde. Neither of these types in the strict sense con- 
stitutes a homologous transfusion. That this is not simply 
a theoretical consideration but has practical importance is 
clear if one considers the effect of the transfused blood in 

*Since this paper was written Dr. F. Stratton has published a 
case of A.H.A. with an anti-E antibody both in the eluate and 


in the serum. (Modern Trends in Blood Diseases. Edited by 
John F. Wilkinson. Butterworth, 195%.) 
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the recipient. The first patient received 2 pints (1,140 ml.) 
of compatible (though non-homologous) blood and derived 
some benefit from this transfusion, as shown in the follow- 
up of his Hb. The transfusion was given on May 21, when 
his Hb was 7.6 g./100 mi. ; six days later it was 8.5 g./100 
mi., and a fortnight later it was still 8.1 g./100 ml. This 
fall does not seem to be unduly severe considering that his 
own blood was probably being rapidly destroyed. 

In contrast, the second patient received on admission, 
when her Hb was 3.55 g./100 ml., two bottles of blood 
which raised the Hb to 7.4 g./100 ml. Two days later it 
had fallen again to 3.8 g.. and the next day to 1,8 g. The 
lowest Hb was found on the following day, when it was 
1.5 g. The extremely critical condition of the patient made 
immediate transfusion imperative. There was no time to 
perform a full cross-match before the blood was transfused. 
It was later found that the Coombs test with one bottle 
(fifth donor) gave a weakly positive reaction. The improve- 
ment in the patient's condition was only very temporary. It 
is obvious that she destroyed practically everything she was 
given almost immediately, and no benefit resulted. Similar 
conditions obtained in the case of Weiner et al. (1953), 
which had an anti-e antibody in the eluate and in the serum 
and whose cells had the genotype CDe/CDe. On one 
occasion cDE/cDE blood was transfused and cells from 
this transfusion could be shown to be present in the 
patient's circulation a long time afterwards. Unfortunately, 
neither in this patient nor in our two cases was it possible 
to do survival studies. 

If transfusion treatment is decided on in A.H.A. the blood 
to be given must be selected by criteria different from those 
used in other conditions. Normally, if homologous blood 
is selected the transfusion can be assumed to be compatible. 
Homologous blood, however, will, in the light of the above 
findings, be incompatible in A.H.A. The question also 
arises whether serum is sufficient for cross-matching blood 
for these patients. It has long been known that sera from 
some cases of A.H.A. whose cells show a strongly positive 
direct Coombs test do not seem to contain any demon- 
strable antibodies. It may be that on very rare occasions 
the antibody developed by the patient is directed against an 
antigen on the patient’s cells, which is so rare as to be 
classed as a “familial” or “personal” antigen. If that 
happens the cells from the patient would give a positive 
Coombs test, but the serum would seem to have no 
antibody content at all even if it contained the same anti- 
body as found on the surface of the cells. A cell having 
the same antigen as the patient's cells would in all likeli- 
hood not be available as a test cell even ina very large panel. 

In this setting one would not expect the eluate, even if 
properly prepared, to react with any of the cells available. 
One would also expect that all blood transfused would sur- 
vive normally. So far, we have not come across this 
particular serology, but have found on quite frequent 
occasions that the serum did not react with any test cell at 
all, whereas the properly prepared eluate did. This be- 
haviour can probably be explained by the antibody being 
produced in relatively small quantities only, and being com- 
pletely attached to the cells at the site of its formation 
so that nothing will be found in the serum. The serum will 
then give a compatible cross-match with cells which, if 
transfused, would nevertheless be immediately coated. 

In our second case this pattern was seen together with 
the more usual serology. Though an anti-E antibody was 
present in the serum and in the eluate, an anti-c antibody 
which gave a good single-dose effect in the eluate was com- 
pletely absent from the serum even when the latter was 
tested against cells containing two e's. By using serum for 
cross-matching purposes, blood containing the c antigen 
would be cons dered compatible, as in actual fact happened. 
It would appear, therefore, to be essential that if transfusion 
treatment is to be considered at all, blood should be selected, 
using the eluate from the patient’s cells as a reagent in 
parallel with the serum. It is, however, quite conceivable 
that compatible blood might not be found for some cases 
of A.H.A, It would be possible on theoretical grounds that 
antibodies would be formed against both allelomorphs 
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carried on the patient's cells—for instance, C and c or E 
and e. If this should happen, these antibodies would pre- 
sent as a panagglutinin, as apart from very few exceptions 
(-D-/-D-) (Race er al., 1951) all cells contain one or both 
allelomorphs. A serological definition and separation of 
these antibodies might be extremely difficult (Race et al., 
1951). It would be of theoretical importance only, as from 
the practical point of view no blood would be found to be 
compatible. All blood transfused would be destroyed rapidly. 

As compatible blood in A.H.A. will, of necessity, be non- 
homologous blood, antigens not found in the patient's cells 
will be introduced into his or her circulation. Patients 
suffering from A.H.A. are “ good reactors” and often pro- 
duce antibodies to even weak antigens. One therefore runs 
the risk of stimulating the formation of additional antibodies 
against the introduced antigen. This must have happened 
many times in the past after blood transfusion. These addi- 
tional antibodies produced to the stimulus of introduced 
antigens may also make transfusion treatment quite impos- 
sible. It is conceivable that a patient, having developed an 
immunologically “ idiopathic " anti-c antibody, may be stimu- 
lated to produce anti-C in addition. The same condition 
would then obtain which has been described above—that is. 
that, apart from a very few cells, no cell would be com- 
patible. It is perhaps true that dramatic transfusion re- 
actions do not occur very frequently in A.H.A. even if the 
eluate and/or the serum contains the homologous antibody 
against the antigen introduced. There is no doubt, how- 
ever, that the blood is destroyed very rapidly in these cases, 
and often the only effect the transfusion has for the patient 
is to increase the haemosiderosis which is so marked a 
feature in the cases of A.H.A. that come to necropsy after 
prolonged transfusion treatment. 

From the above it would appear to be imperative to use 
not only the serum but also the eluate for cross-matching. 
Loutit and Mollison (1946) have shown that the survival of 
normal cells in A.H.A. is shorter than in the congenital 
variety. The blood used was presumably selected after a 
cross-match, using serum for the test, had been performed. 
The short survival is no doubt due to the above-mentioned 
mechanism. Compatible cells should have the normal life 
expectancy even in cases of A.H.A. 

For the reasons given we have refrained, once the diag- 
nosis had been made and the serology clarified, from treat- 
ing either of these patients with further transfusions. Though 
the first patient derived some benefit from the 2 pints (1,140 
ml.) he received, the remission was produced by corti- 
sone. Within the rhesus system no foreign antigen was 
introduced, but, of course, we cannot claim the same from 
antigens belonging to different systems. The second patient 
received blood containing a non-homologous C antigen. The 
latter is known to be rather poor in its antigenic properties. 
Neither of the two patients has so far produced evidence of 
the presence of an additional antibody due to the transfusion 


treatment. 
Summary 

Two patients suffering from acquired haemolytic 
anaemia are described. They presented with a variety 
of symptoms and signs. The occurrence of a lung lesion 
in one patient is discussed and its possible importance 
pointed out. The other patient showed the not unusual 
combination of A.H.A. and thrombocytopenic purpura. 
The serology showed that both patients had developed 
an anti-E antibody and one patient an anti-c in addition. 
The anti-E antibody was present in the sera and eluates 
of both patients, whereas the anti-c antibody could be 
recovered from the eluate only. The importance of 
these findings is discussed with particular reference to 
transfusion treatment. A revision of compatibility tests 
in these cases is suggested in view of these findings. 
It would appear to be essential that cross-matches for 
selecting blood for these patients be performed using 
not only the serum but also the eluate prepared from 
the cells of these patients. Cortisone treatment in both 
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patients was effective in controlling the haemolysis, and 
both patients achieved a good remission. 


The patients were admitted under the care of Dr. S. R. F. 
Whittaker and Dr. J. V. S. A. Davies, and we thank them for their 
most helpful attitude, for free access to notes, and for permission 
to investigate both patients so fully. We also thank Dr. A. P. Prior 
and Dr. J. C. Ford for their help. We are grateful to Professor 
S. P. Bedson for his advice on the virology. The staff of the 
Transfusion Service have generously contributed the “ test cells,” 
which involved numerous pricks in the literal sense of the word. 
We are indebted to all of them, as without the generous supply of 
these cells the tests could not have been performed. We also 
thank Miss D. A. Battey for rechecking donor No. 2, and 
Miss P. M. Young for the secretarial work. 
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METHONIUM THERAPY 


A REPORT ON NINE CASES TREATED FOR 
HYPERTENSION 
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Late Medical Registrar, Hillingdon Hospital, Uxbridge, 
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AND 
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Nine out of a series of 44 hypertensive patients who 
came to necropsy after methonium or pentolinium 
therapy have had dissecting aneurysms. We think that 
this incidence is beyond chance expectation. Three of 
the cases have been mentioned elsewhere (Doniach ef al., 
1954 ; Goldsmith er al., 1955). 

Of the 44 cases, 34 were suffering from malignant 
hypertension and 10 from “ benign” hypertension, the 
latter with major complications or severe symptoms. 
While we now accept malignant hypertensives for treat- 
ment only when they are non-uraemic or have a blood 
urea of less than 110 mg. per 100 ml., eight cases with 
more severe uraemia than this were included in our 
earlier therapeutic trials. 

Control data on untreated malignant hypertension 
were obtained from a study of such cases admitted to 
Hammersmith Hospital during the period 1935-50 ; data 
on benign hypertension were obtained from 200 con- 
secutive post-mortem examinations on patients with 
benign essential hypertension, confirmed pathologically, 
and with a record of at least one blood-pressure reading 
of 190/110 mm. Hg or over during life. 


Case 1 
A male clerk aged 50 was admitted to Hammersmith 
Hospital on January 8, 1952, complaining of dyspnoea on 
exertion, and, recently, at night. 
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Examination revealed locomotor brachialis ; blood pres- 
sure, 225/170 mm. Hg; harsh apical systolic murmur and 
thrill ; and bilateral retinitis with haemorrhages and exudates, 
but no papilloedema or signs of congestive failure. X-ray 
examination and E.C.G. showed gross left ventricular 
enlargement. On January 21 subcutaneous hexamethonium 
was started, and eventually the patient was discharged on 
300 mg. three times a day. This regularly lowered his stand- 
ing blood pressure, one hour after injection, to about 150/ 
110 mm. Hg. Though much improved by the drug, he 
stopped it one month later because of side-effects. Left 
ventricular failure recurred and he was readmitted. Sub- 
cutaneous hexamethonium again proved effective, and he 
was restabilized on 450 mg. three times a day. For a few 
weeks he was given a more powerful analogue, phenyl- 
dimethonium (“ M. & B. 1950"), which was also effective 
but was available in small supplies only. In September he 
developed “ methonium lung” (Doniach et al., 1954), corti- 
sone was started, and in place of hexamethonium he was 
given another trial hypotensive agent, “ Ciba 7441,” which 
had no effect on the blood pressure in the doses used. 
Ultimately, on November 11, he was changed back to hexa- 
methonium, 420 mg. thrice daily subcutaneously, and 
remained on it thereafter. 

On October 6 he had an attack of chest pain, which 
recurred periodically. At first its character was ill defined, 
but on December 18 he had a severe attack ; his blood pres- 
sure was at that time 280/150 mm. Hg, and a tentative 
diagnosis of dissecting aneurysm of the aorta was made. 
Hexamethonium was not stopped, however, and he was dis- 
charged home on January 8, 1953. On January 19 he had 
a further attack of pain, lapsed into coma, and died on the 
following day. 

Necropsy revealed medionecrosis of the aorta with three 
dissecting aneurysms in various stages of healing. There 
was an unexplained recent myocardial infarct without 
coronary occlusion. Microscopical examination of the kid- 
neys revealed a severe benign essential hypertension. 


Case 2 

A general dealer aged 28 was admitted to Hammersmith 
Hospital on August 25, 1951. He presented with lower 
motor neurone facial palsy, but had been a known hyper- 
tensive for eight years. There was a history of psychiatric 
upset and he was rather uncooperative. 

On examination there were no signs of congestive cardiac 
failure. Neither dorsalis pedis artery was palpable, but the 
peripheral vascular system appeared otherwise normal. 
Blood pressure was 230/170 mm. Hg. Bilateral papilloedema 
and retinitis were present. Triple rhythm was audible 

X-ray examination showed moderate cardiac enlargement, 
E.C.G. gross left ventricular strain. As a routine intravenous 
pyelogram showed no excretion of the dye on the left side, 
a laparotomy was performed through a posterior incision. 
No trace of kidney could be found. After a period of 
convalescence the patient was readmitted and started on 
hexamethonium on February 8, 1952, in doses of up to 50 
mg. three times a day subcutaneously, which lowered his 
standing blood pressure to the order of 165/140 mm. Hg one 
hour after injection. A further exploratory operation 
through an anterior incision was planned, but the patient 
refused this and discharged himself, taking a supply of hexa- 
methonium home with him. It is not certain, however, 
that he continued therapy outside hospital. 

On March 30 he died ; no details are available about his 
death. A coroner's post-mortem examination, performed by 
the late Dr. W. J. O'Donovan, revealed a haemopericardium 
from a ruptured dissecting aneurysm of the aorta, but un- 
fortunately no histological examination of the kidney was 
performed. 

Case 3 

A chartered accountant aged 56 was admitted to 
Hammersmith Hospital on June 24, 1953. He was known 
to have had hypertension for over three years, and derma- 
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tomyositis, proved by biopsy in another hospital. His main 
complaints were failing memory, intermittent claudication, 
exertional dyspnoea, and failing vision. 

Examination revealed tortuous palpable arteries ; blood 
pressure 250/170 mm. Hg; incipient heart failure and a 
triple rhythm; bilateral papilloedema ; and moderate 
retinitis. X-ray examination showed a large left ventricle 
with a greatly uncoiled aorta. 

Pentolinium was started, and he was eventually stabilized 
on 22.5 mg. three times a day subcutaneously, which regu- 
larly reduced his standing blood pressure to 160/100 mm. Hg. 
On this regime his fundi returned to normal, his dyspnoea 
improved, and he returned to work. On February 26, 1954, 
at the out-patient clinic, an aortic diastolic murmur was 
heard for the first time, but there were no accompanying 
symptoms. X-ray examination at this time showed a con- 
siderable reduction in the heart size. 

On July 16 his treatment was changed to 30 mg. of pen- 
tolinium subcutaneously at night, and 300 mg. orally at 
a.m. 

On September 12, while on holiday in France, he died 
suddenly. The body was brought back to England for 
necropsy, performed by Dr. David Haler. It revealed a 
haemopericardium due to a ruptured dissecting aneurysm of 
the aorta, but the tissues were too autolysed for histology. 


Case 4 

A housewife aged 5S was admitted to Hammersmith 
Hospital on September 14, 1952. She gave a history of 
“kidney trouble” following scarlet fever at the age of 5. 
She was known to have been hypertensive for five years. 
Her main complaints were headaches, vomiting, deteriorating 
vision, and nocturnal polyuria. 

Examination revealed thickened arteries ; blood pressure 
220/145 mm. Hg; bilateral papilloedema and retinitis ; no 
signs of congestive cardiac failure, but triple rhythm. X-ray 
examination showed slight left ventricular enlargement. 
Hexamethonium was started on October 6, at first by mouth, 
later (from October 20) by subcutaneous injection to a 
maximum of 80 mg. three times a day, which reduced her 
blood pressure, taken in the standing position, one hour 
after injection to about 145,105 mm. Hg. Her symptoms 
and fundi were much improved. 

On November 31, following a purgative, she developed 
severe diarrhoea, and the following day, during her evening 
meal, developed central chest pain, radiating down into her 
arms and abdomen. On examination she was severely 
shocked. Blood pressure was 85/65 mm. Hg, with distended 
jugular veins. E.C.G. suggested myocardial infarction, and 
anticoagulants were started. On December 2 a further 
attack of pain occurred in the evening, and the patient died. 

Post-mortem examination revealed medionecrosis of the 
aorta and a dissecting aneurysm which, obstructing the 
coronary arteries, had produced a myocardial infarct. The 
kidneys exhibited a malignant nephrosclerosis with classical 
onion-skin hyperplasia of the intima in the arterioles, but no 
fibrinoid necrosis. 

Case § 

A car-washer aged 60 was admitted to Hammersmith 
Hospital on November 24, 1952, in an attack of nocturnal 
dyspnoea. He gave a history of chronic bronchitis with, 
at times, retrosternal pain on coughing, but no angina 
pectoris. 

On examination he was very dyspnoeic and pale, but was 
not sweating. There was gross venous engorgement and 
oedema ; the liver was enlarged two to three fingerbreadths 
below the costal margin. Summation gallop was audible. 
Blood pressure was 270/140 mm. Hg. The left fundus was 
obscured by cataract, but the right eye, which was aphakic, 
showed retinitis and early papilloedema. E.C.G. showed 
gross left ventricular strain, and x-ray examination moderate 
cardiac enlargement. The blood urea was 94 mg. per 100 
ml. blood. 
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Digitalis and mersalyl, with morphine and aminophylline, 
produced much benefit in the acute attack, but the blood 
pressure remained high (240/130 mm. Hg) and on December 
27 he was started on hexamethonium, 25 mg. three times a 
day subcutaneously, later increased to 100 mg. three times 
a day but with no fall in blood pressure except in the early 
stages. 

On January 7, 1953, just after his night dose of hexa- 
methonium, he developed a sudden severe abdominal pain, 
with diarrhoea. Hexamethonium was stopped and chlor- 
amphenicol given as the diarrhoea was thought to be infec- 
tive, but it failed to respond to either measure. On January 
13 he “fell out of bed,” became unconscious, and died 
seven hours later. 

Post-mortem examination revealed an aneurysm dissecting 
throughout the length of the aorta which exhibited medio- 
necrosis, a large right cerebral haemorrhage, and acute 
colitis. The kidneys were arteriosclerotic, the right being 
grossly atrophic. Microscopy showed evidence of an old 
pyelonephritis in the right kidney, and stigmata of malignant 
hypertension with cellular hyperplasia of the intima in the 
arterioles in the left. 

Case 6 

A tool-maker aged 48 was admitted to Hammersmith 
Hospital on July 7, 1951, giving a history of a recent attack 
of transient hemiparesis and dysphasia. He had no other 
symptoms or relevant history. 

On examination his blood pressure was 230/130 mm. Hg. 
Arteriovenous nipping was the only abnormality in the 
retinae, X-ray examination showed slight left ventricular 
enlargement and the E.C.G. moderate enlargement. 

Hexamethonium was started subcutaneously, reaching a 
maximum dose of 270 mg. three times a day. On this, his 
blood pressure was well controlled, standing figures one hour 
after injection being of the order of 150/100 mm. Hg; no 
further attacks of paresis occurred, and the fundi did not 
deteriorate. On June 9, 1953, his treatment was changed to 
pentolinium, at first three times and then twice daily (15 mg. 
at night, 7.5 mg. in the morning) without ill effects, and with 
a response of blood pressure similar to that on hexa- 
methonium. 

On January 6, 1955, he was admitted to Hillingdon 
Hospital with a history of sudden onset of chest pain, radi- 
ating downwards, coming on six hours after his last 
injection. On examination his blood pressure was 220/120 
mm. Hg. All the major pulses were palpable. The pulse 
rate was 44. E.C.G. showed mild ischaemic changes. Dis- 
secting aneurysm was considered as a possible diagnosis, but 
discarded in favour of one of coronary thrombosis, and anti- 
coagulants were started. There was a progressive fall in 
blood pressure ; however, the patient developed heart block 
and died on January 12. 

Post-mortem examination showed a ruptured dissecting 
aneurysm of the aorta, which exhibited marked medio- 
necrosis, a haemothorax, and a myocardial infarct in the 
presence of patent coronary arteries. No renal histology was 
done. 

Case 7 

A farmer aged 42 presented with an attack of left ven- 
tricular failure. On examination his blood pressure was 
260/145 mm. Hg. Papilloedema and retinitis were present. 
The blood urea was normal. He was treated with hexa- 
methonium to a maximum dose of 120 mg. three times a day 
which reduced his blood pressure to an average figure of 
170/110 mm. Hg. He remained well for 11 months and 
then, while on holiday, died suddenly. Post-mortem exam- 
ination revealed a dissecting aneurysm of the aorta, but 
unfortunately no further details are available. 


Case 8 


A male clerk aged 49 presented at Central Middlesex 
Hospital in August, 1952, with a nine-months history of 
recurrent left ventricular failure uncontrolled by the usual 
measures. 
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On examination he was in severe congestive failure. His 
blood pressure was 180/130 mm. Hg. There was no papill- 
oedema or retinopathy. The blood urea was normal. He 
was treated for six months with hexamethonium, 75 mg. 
three times a day subcutaneously, then 200 mg. of hexa- 
methonium in polyvidone three times a day subcutaneously. 
On these his blood pressure was only slightly reduced (aver- 
age 175/115 mm. Hg), but his symptoms were much 
improved and he was able to return to work. 

He was readmitted at the seventeenth month with severe 
chest and abdominal pain, and absence of the pulses in the 
right leg, and died. 

Post-mortem examination showed a dissecting aneurysm of 
the aorta, extending from a point 1 cm. above the aortic 
valve to the right internal iliac artery. The upper end of 
the tear almost completely encircled the aorta. There was 
gross ulceration and calcification, but medionecrosis was 
slight and many elastic fibres were seen. No details of renal 
histology are available. 

Case 9 

A chauffeur aged 53 presented at Central Middlesex Hos- 
pital in April, 1953, complaining of palpitations. Examina- 
tion revealed congestive cardiac failure, cardiac enlargement, 
and unilateral papilloedema. His blood pressure was 290/ 
190 mm. Hg; blood urea, 90 mg. per 100 ml. The Wasser- 
mann reaction was positive. 

He was discharged from hospital on digitalis, mersalyl, 
and 220 mg. of hexamethonium in polyvidone subcutan- 
eously three times a day, which reduced his blood pressure 
to an average of 210/115 mm. Hg. He improved sufficiently 
to return to work, but eight months later he died. 

Post-mortem examination revealed haemopericardium 
from a dissecting aneurysm, about 4 cm. in length, arising 
just above the aortic valve. The aorta showed large areas 
of cystic medionecrosis and moderate atheroma. There was 
evidence of a previous dissecting aneurysm with healing. 
The kidneys showed typical changes of malignant hyper- 
tension with necrotizing arteriolitis. 


Results 
Although these numbers are too small for adequate 
statistical analysis, it is interesting to compare the incidence 
of dissecting aneurysms in the treated and untreated groups 
(Table I). 


Tasie |.—The Incidence of Dissecting Aneurysms in Treated and 
Untreated Hypertensives 


Treated Cases Contro! Cases 
Dissecting Dissecting 
Necropsies | 4 neurysms Necropsies Aneurysms 
Malignant 
Initial blood urea 
under 110 mg. per 
100 ml 26 1(3%) 
Initial blood urea over 
110 mg. per 100 ml. 8 0 55 0 
Total 6 ag 
Benign 10 3 (30%) 200 
Total 9 (20%) 289 7Q%) 


Males outnumber females by 8 to 1, compared with a 
preponderance of 2 to 1 in untreated cases (Shennan, 1934). 
The age of the nine treated patients who developed dissect- 
ing aneurysms averaged 49 years, between limits of 28 and 
60 years, compared with an average of 59.3 years in 18 other 
cases collected from our own records (10 being known hyper- 
tensive patients). Two patients in the treated series showed 
evidence of previous dissecting aneurysms, partly healed ; 
one patient had three such lesions. Similar observations 
were made in untreated patients. Crowell (1921) estimated 
that it occurred in 20% of cases ; Shennan (1934) in 10%. 


Discussion 


Dissecting aneurysm’of the aorta is more often than not 
associated with hypertension. Thus Gore and Seiwert 
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(1952) noted it in 58". of a series of 85 patients with dis- 
secting aneurysms ; Baer and Goldburgh (1948) in 58% of 
44 such patients. On the other hand, dissecting aneurysm 
appears to be extraordinarily rare in malignant hypertension. 
Much of the published literature gives inadequate data about 
the appearance of the retinae and the histology of the kid- 
neys. Between 1914 (when malignant hypertension was first 
defined by Volhard and Fahr) and 1955, over 1,400 cases of 
dissecting aneurysm of the aorta have been collected from 
350 papers in the world’s literature. Among these, only 
three were clearly shown to give both clinical and patho- 
logical evidence of malignant hypertension—those of 
Murphy and Grill (1930), Roques er al. (1944), and one 
described in a case conference in the Massachusetts General 
Hospital (1955). These, and a number of less adequately 
documented cases, are listed in Table II. 


Taste U.—Cases of Dissecting Aneurysms in Malignant 
Hypertension 


Diagnosed on Clinical and Pathological Grounds (3 cases) - Murphy and 
Grill (1930, Case 12): Roques et al. (1944); Massachusetts General Hospita! 
(1955), Case Conference No. 41031 

Clinical Diagnosis Without Pathological Confirmation (8 cases).—Dumas 
et al. (1929) (optic atrophy—no papilloedema) ; McGeachy and Paullin (1937 
Case 3): Hamburger and Ferris (1938); Paliard and Plauchu (1938) 
Zimmerman (1943): Palmer and Mathisen (1946, Case 2) ; Schottstaedt and 
Sokolow (195}) Thomson and Marson (1955) (malignant hypertension 
developed after the first non-fatal dissection) 

Pathological But Not Clinical Evidence (6 cases).—Massachusetts Genera! 
Hospital (1935. Case Conference No. 21041) ; Massachusetts General Hos- 
pital (1940, Case Conference No. 26341); Palmer and Mathisen (1946 
Case 11); Levinson ef al. (1950, Case 15); Oram and Holt (1950); 
Wryngaarden «f al. (1954) 

Diagnosed on Unspecified Grounds cases).—MeGeachy and Paullin 
(1937, Case 1); Bay (1944, Case 3); Bechgaard (1946). 


In all, 20 cases are listed, with complete proof of the 
presence of malignant hypertension in three, Compared with 
our series of six treated cases with both clinical and patho- 
logical proof of malignant hypertension in three. It would 
be hard to believe that this frequent occurrence in treated 
cases is entirely due to chance. It seems to us that three 
possible explanations might account for this association. 

1. Treatment Prolongs Life and Allows this Complication 
to Develop.—The facts lend little support to this view. Thus 
the survival time in the 34 control cases without severe 
initial uraemia was 6.5 months from the time of diagnosis ; 
in the six treated cases it was 7.5 months. Adequate control 
figures for the benign hypertensives are not available, but 
the survival time in the three treated patients (42, 17, and 12.5 
months respectively) does not seem inordinately long. 

2. The Fluctuation in the Blood Pressure Encourages the 
Development of Dissecting Aneurysm.—This seems to be a 
much more plausible explanation. Many writers have sug- 
gested that this may be an important factor in precipitating 
dissection (Shennan, 1934; Gore and Seiwert, 1952). 
McGeachy and Paullin (1937) were able to elicit a history 
of exertion immediately prior to the onset in 33 out of 127 
cases. Other factors which have been inculpated are violent 
emotion and straining at stool, as in the case of George II 
(Nicholls, 1761). Cherry and Cherry (1941), however, think 
that fluctuations in blood pressure are of little importance. 
Two of our cases of dissecting aneurysm occurred on treat- 
ment with the polyvidone solution, which leads to a slower 
rate of fall and rise in blood pressure. This may argue 
slightly against the importance of violent fluctuations of 
pressure as a precipitating factor 

3. These Hypotensive Agents Have a Specific Biochemical 
Effect on the Aorta—This possibility cannot be ruled out, 
though the amount and duration of dosage varied consider- 
ably, lasting as little as 11 days in Case 5. The characteristic 
pathology of medionecrosis varied in severity, and in Case 8 
atheroma was a more conspicuous lesion. It may be worth 
recalling that tyramine has been shown to produce lesions of 
medionecrosis and necrotizing arteriolitis in experimental 
animals (Duff et al., 1939) 

We fecl that it is important that these cases should be 
recorded because : (1) Physicians using these drugs may mis- 
take this complication for a myocardial infarct (White et al., 
1934: Bourne and Mills, 1946), withhold hypotensive 
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therapy which may be of value (Pyke, 1953), and administer 
anticoagulants which further reduce the remote chance of 
survival. (2) Our experience may throw light on the patho- 
genesis of dissecting aneurysm. In this connexion it would be 
of value to hear any further evidence from pathologists on 
the incidence of dissecting aneurysm in malignant hyper- 
tension, and to know whether other clinicians using 
methonium compounds and allied drugs have had experi- 
ence of this complication. 


Summary 

Nine patients with hypertension, malignant in six, who 
came to necropsy after parenteral hexamethonium or 
pentolinium therapy were found to have died of dissect- 
ing aneurysm of the aorta. It is thought that treatment 
may be causally related to this complication. Attention 
is called to the great rarity of reports of dissecting 
aneurysm in malignant hypertension, and a plea is put 
forward for such experience to be reported. 

The possible mechanism of production of the com- 
plication is discussed, and the clinical and theoretical 
implications are mentioned. 


We are indebted to the physicians to the Central Middlesex and 
Hillingdon Hospitals for permission to describe three of their 
cases; to Dr. David Haler and the late Dr. W. J. O'Donovan 
for reports on post-mortem examinations on two of the patients : 
and to the senior members ef the Departments of Medicine and 
Pathology of the Postgraduate Medical School for permission to 
publish five of their cases. A research grant from Messrs. May 
and Baker Ltd. supported this work 
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A scheme to aid in the rehabilitation of hospital patients 
has been put into operation by the Swindon and District 
Hospital Management Committee. After discharge from 
hospital suitable patients are admitted to a flat which is 
attached to the department of physical medicine at the hos- 
pital, and there the patients are trained to make the best 
use of limited powers by a resident warden, who is herself 
a paraplegic. Describing this scheme in the Sunday Times 
(December 18, 1955), the chairman of the Hospital Manage- 
ment Committee stated that it had been made possible by 
the generous financial help of the Nuffield Provincial Hos- 
pitals Trust. The local health authorities and their welfare 
workers co-operate closely with the hospital in this scheme, 
so that when patients are discharged from the flat they can 
continue to have supervision at home. 
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The problem of arterial obstruction due to atheroma is 
an exceedingly common one and the present com- 
munication describes the results of a small series of cases 
in which arterial grafting was employed in an effort to 
restore the circulation in the legs. 


Present Series of Cases 


[wenty-nine segmental obstructions due to atheroma 
have been treated by grafting. Twenty-five grafts con- 
sisted of homologous adult arteries, two were of homo- 
logous foetal aorta, and two were of autogenous 
saphenous veins. The homologous arteries were mostly 
prepared by quick freezing and stored at — 79° C., but 
a few were freeze-dried. 

The operations were performed for intermittent 
claudication severe enough to keep a man from his work 
and for rest pain associated with minor degrees of 
necrosis. In advanced gangrene the segmental obstruc- 
tion is always associated with widespread occlusive 
disease in the small arteries, and although grafting the 
femoral block was tried in a few cases the distal disease 
prevented significant improvement in the circulation. 

Mortality.—Two patients with generalized disease 
and advanced gangrene died of coronary thrombosis, 
and one patient died of haemorrhage due to a leak from 
the suture line of an iliac graft while on heparin. This 
gives a mortality of 10%; however, patients with 
generalized disease and gangrene would now be regarded 
as unsuitable, and heparin was used only in a few early 
cases. With proper selection the mortality should be 
negligible. 


Early Thombosis 


No case of iliac artery or proximal femoral graft was 
complicated by early thrombosis. However, in the lower 
femoral and popliteal arteries the reduced flow and increased 
technical difficulties combine to give a high initial. failure 
rate. Rate of flow is the most important factor in post- 
operative thrombosis, and narrowing of the artery proximal 
or distal to the site of the proposed graft is an absolute 
contraindication. One important exception is the patient 
with blocks in the iliac and femoral arteries. Here an iliac 
graft is likely to succeed because the profunda femoris flow 
will be sufficient to keep the graft patent. On the other 
hand, to graft the femoral artery in such a case would be 
to invite certain failure. In the present series there was an 
immediate thrombosis rate of 50% in grafts of the lower 
femoral and popliteal arteries, but no graft of the iliac or 
proximal femoral artery thrombosed in the immediate post- 
operative period. Provided scrupulous care is taken to 
avoid injury to the collateral vessels, the price of failure 
is small. Indeed, some patients claim subjective benefit, 
though I have not seen objective improvement in the limb 
after excision of a segment of artery which was thrombosed 
secondary to atherosclerosis. 

The end-to-end technique was used in all cases. Theoreti- 
cal considerations suggest that the end-to-side operation may 
be less liable to immediate thrombosis. A patch of host 
artery free from disease can usually be found on which to 


*Read in the Section of Surgery at the Joint Annual Meeting 
of the British Medical Association, Canadian Medical Association, 
and Ontario Medical Association, Toronto, 1955. 
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do an anastomosis, but it is rare to find a piece of artery 
in which the whole circumference is free enough of disease 
to permit accurate suturing. In addition, when the graft 
is sutured to the side of the host artery no collaterals at all 
need be jeopardized, and should early thrombosis of the 
graft take place the circulation will not be reduced. 


Late Results 


In seven patients the peripheral pulses became impalpable 
6 to 17 months after a successful grafting operation (Fig. 1). 
In three of these the original operation had been done for 
rest pain. Two returned to their pre-operative status and 
amputation was eventually necessary. The third has only 
mild intermittent claudication and still believes he has 


DISTAL FEMORAL and POPLITEAL ARTERY GRAFTS 


Fic. 1.—-Late results of grafting. 


derived benefit. In four patients the graft was done for 
claudication ; these have returned to their pre-operative 
status and have had to find restricted employment. In only 
two patients were further arteriograms considered advisable. 
and in these the grafts were found to be thrombosed. 


Case !.—A milk roundsman aged $8 was prevented from work- 
ing by intermittent claudication. Examination .showed that his 
symptom was due to an atheromatous obstruction of the left 
superficial femoral artery, and this was confirmed by an arterio- 
gram (Fig. 2, a). There was no evidence of severe generalized 
atheroma, and he was otherwis¢ healthy. A homologous graft 
6 in. (15 cm.) long was inserted on December 16, 1953. There 
was an immediate return of the posterior tibial pulse, and he 
returned to work as a milk roundsman walking 10 miles a day 
Six months later the symptom of claudication recurred and he 
had returned to his pre-operative status. An arteriogram (Fig. 2, c} 
showed that the graft had thrombosed and that the femora! 
artery had thrombosed up to its profunda branch. 


This extension of the thrombus is due to the fact that 
only tiny branches came off the proximal femoral artery, 
and once the graft is thrombosed the main artery flow is 
determined by the amount of blood which can get away in 
the branches. The main collateral supply is carried on 
through the profunda femoris artery and thrombosis never 
extends above its origin. 

Case 2.—A man aged 64 had calf and thigh claudication. The 
clinical diagnosis of obstruction of the external iliac artery was 
confirmed by aortography and the patient was successfully treated 
on August 19, 1952, by the insertion of an arterial graft. This 
case was described in detail in an account of aortography (Horton 
and Nanson, 1953). In February, 1954, 17 months after opera- 
tion, he noticed a numb feeling in the foot on rising. Clinical 
examination and aortography showed that the graft had 
thrombosed (Fig. 3). 

This is the only case in which thrombosis of an iliac artery 
graft has taken place. The thrombosis was confined to the 
length of the graft because the flow in the internal iliac 
artery proximally and the profunda femoris artery distally 
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with severe rest pain. In each group a Very 


careful assessment is required before a graft 
is attempted. The patient must be free from 
atheroma in the coronary and cerebral 
circulations as judged by symptoms and 
E.C.G., and with careful selection the mor- 
tality should be negligible. In addition, the 
local situation must be suitable for a graft. 
When the results of iliac and proximal 
femoral artery grafts are compared with 
those of distal femoral and popliteal artery 
grafts a striking difference is apparent (see 
Table) 

The high rate of initial thrombosis in this 
series may be explained in part by technical 
inexperience and by the selection of cases 
now known to be unsuitable. In spite of 
this an immediate thrombosis rate of some 
30% may be expected in grafting femoral 
and popliteal arteries which are atheroma- 
tous, and to this must be added a further 
failure due to late thrombosis, which in- 
creases with the length of the follow-up 
period. 


(b) 


>) 
- This failure rate leads to the inevitable 


2.-Case |. (a) Pre-operative arteriogram. (b) Post-operative arteriogram 
conclusion that grafting of the distal femoral 


(c) Arteriogram six months later, after recurrence of symptoms. 


prevented spread. The aortogram shows that during the 17 
months of patency of the graft no regression of the collaterals 
took place. There was some increase of disease in the 
common iliac artery, which is narrowed by comparison with 
the pre-operative film, and the reduced flow occasioned by 
this may have determined the thrombosis. 


Discussion 


Such poor results make it necessary to reconsider what 
place arterial grafting has in the treatment of arterial 
obstruction due to atherosclerosis. It is certain that early 
hopes that it would have an important place have not been 
realized. Grafts should be employed only in patients with 
claudication severe enough to prevent them from working 
and in patients with minor degrees of ischaemia associated 


Fic. 3.—-Case 2. Aortogram after thrombosis of external iliac 
artery graft which had been patent for 17 months. 


and popliteal arteries by this technique is 
not worth while, though it is possible that the end-to-side 
operation will give better early results. On the other hand, 
the results of grafting the proximal femoral and iliac arteries 
were much more satisfactory. There were no immediate 
thromboses and only one late one. 

It is perhaps not surprising that the results of surgery 
are so poor in a disease which is so relentlessly progressive. 


Comparison of Results 


No Early Late 
Thrombosis | Thrombosis 
Iliac and proximal femoral artery 
grafts Nil 
Distal femoral and popliteal artery | 
grafts | 19 10 (50°) 6 (30°) 
Died | 3 
Summary 


A series of 29 patients with atherosclerotic obstruction 
of the arteries to the lower limb have been treated by 
grafting and followed for periods of up to 3 years. The 
immediate and late results of grafting the iliac and 
proximal femoral arteries are compared with those of 
grafting the distal femoral and popliteal arteries. Excel- 
lent results have been achieved by proximal grafts, but 
a high initial rate of thrombosis follows grafts of the 
distal femoral and popliteal arteries. In addition there 
is a high rate of delayed thrombosis in the distal arterial 
grafts, and it is concluded that grafting by the end-to- 
end technique is not worth while beyond the proximal 
part of the femoral artery. 


I thank Professor R. Milnes Walker for his help and advice, 
and Dr. Frank Ross for his help with the arteriography. 
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X-Ray Focus, the first number of which appeared recently, 
is published by Ilford Limited, Tavistock House North, 
Tavistock Square, London, W.C.1. It is intended primarily 
as a gathering-ground for information of practical interest 
to medical and veterinary radiographers, to medical photo- 
graphers, and to others interested in photographic methods. 
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THE PERIODIC SYNDROME* 


BY 
J. J. KEMPTON, M.D., M.R.C.P., D.C.H. 


Paediatrician, Reading Hospitals; Paediatrician, Canadian 
Red Cross Memorial Hospital, Taplow 


The concept of syndrome may be said to be slowly 
replacing the older and more rigid one of disease entity 
as the unit of illness in medical thought. This change 
was well described by Himsworth (1949), and was part 
of the theme of an address by Sir Henry Cohen (1955). 

For most of us the older rules of thought prevailed 
in our student and resident days; each case had 
ultimately, if only established in the post-mortem room, 
a precise diagnosis. A certain faint sense of grievance 
about this often, I think, persists in some of us—a feeling 
that there are two sorts of medicine—that of hospital 
and that of practice. 

Used in its proper sense as a “ running together” of 
a number of causative factors and disease manifesta- 
tions to produce a recognizable clinical picture, the use 
of syndrome not only, to quote Himsworth, “ inspires 
a far more catholic concept of aetiology and renders 
pointless many existing controversies,” but also to some 
extent bridges the gulf between hospital medicine, as we 
learnt it, and actual practice, in which most of one’s 
patients are not hospital cases and have no definite 
labels. 

The term periodic syndrome is used by some 
general practitioners and some paediatricians, but I 
think it is true to say that it is not widely used or 
widely recognized. It does seem, however, that it is a 
valuable one, and that an attempt to define its limitations 
and implications is justifiable if only because it can well 
replace a number of other terms which are used only 
too often, and are either too narrow—as cyclical vomit- 
ing; contradictory—as abdominal migraine; or quite 
incorrect—as “acidosis.” It covers a large group of 
recurrent disturbances of function which are common 
in childhood, and which vary from the simple bilious 
attack to bizarre symptom complexes which may need 
much unravelling. 


Main Features 


There are five main features—pallor, headache, abdominal 
pain, vomiting, and pyrexia—and these or any combination 
of them may appear in any order to make up the periodic 
illness, which often seems to recur with a certain rhythmic 
regularity, though sometimes the intervals are quite irregular. 
An attack of this sort may last an hour or two, or may, 
especially when there is pyrexia, continue for several days. 
Sometimes one symptom may predominate, so that an 
account of the others may be obtained only by direct ques- 
tioning, and sometimes a single manifestation may recur for 
quite a long period before others are added to complete the 
picture. Less commonly, other symptoms apart from the 
main five may be added: transient abnormalities of visual 
sensation, other disturbances of sensation described as giddi- 
ness, or alteration in bowel habit with the passage of pale 
stools for a few days. There are also some cases, lying 
in the borderland between the periodic syndrome as here 
described and asthma, in which bronchospasm forms a part 
of the recurrent attack. 

The earliest well-known description of episodes of this sort 
is that of Samuel Gee (1882). He showed that he saw a 
certain unity in the diversity of symptoms by beginning his 
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on April 5, 1955. 
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brief and forthright account of nine cases with the state- 
ment, “ These cases seem to be all of the same kind.” He 
used the words “fitful vomiting,” and is often wrongly 
stated to be the originator of the term cyclical vomiting. 
Langmead (1905, 1907) gave some detailed accounts of cases 
regarded as cyclical vomiting. Some of these were fatal and 
may not have been true examples ; one, for instance, at post- 
mortem examination showed gross fatty changes in the liver 
and adrenal haemorrhages. He was one of the first to note 
the presence of ketone bodies in breath and urine, on account 
of which the idea of “ acidosis ” was first introduced at that 
time. There are vivid accounts of the illness in the writings 
of Still (1909) and Hutchison (1909), and many will recall 
Hector Cameron's (1919) charming description of nervous 
children in his book and in a number of lectures and articles 
written in the 1920's. He, too, was interested in the bio- 
chemical problem, and also considered the possibility of an 
underlying alteration in adrenal function as a possible cause 
this some twenty years before the birth of “ Stress.” 

The term periodic syndrome was first used in paediatric 
literature in a careful and detailed study of 80 cases by 
Wyllie and Schlesinger (1933): They discussed various 
possible causative factors, excluding both hypoglycaemia as 
a direct cause and allergy, and thought that an inherent 
nervous instability seemed to be the most likely basis. They 
noted a relationship between migrainous attacks and epilepsy. 
In 1951 a discussion on periodic illness was held at the 
Royal Society of Medicine (Proc. roy. Soc. Med., 1951), and 
a paper on the subject was read by Dr. White Franklin 
(1952) to the West Hertfordshire and Watford Medical 
Society. MacKeith and O'Neill (1954) have drawn par- 
ticular attention to the causative importance of emotional 
stress in the periodic syndrome. There is very little under 
this heading in most paediatric textbooks, the symptoms 
generally being described under cyclical vomiting or 
psychosomatic problems, but the periodic syndrome has 
achieved a special chapter in the book edited by Gaisford 
and Lightwood (1954). 

The clinical picture is a diffuse and ill-defined one, so that 
no case or small group of cases can really be described as 
giving a typical picture, and it will be better, perhaps, to 
consider and define (and also limit) the whole group under 
the usual headings of cause, symptoms, physical signs, diag- 
nosis, incidence, course, prognosis, and treatment. 


Cause 


The precise mechanism of the recurrent upset is not 
known. Payne (1951) has suggested progressive biochemical 
changes—overuse of blood glucose by a nervous hyperactive 
child leading to a depletion of liver glycogen and excess 
adrenaline secretion, this in turn leading to gastric stasis 
and further lowering of glycogen storage, and yet further 
secretion of adrenaline. He suggests that oversecretion of 
adrenaline as part of such a biochemical vicious circle could 
produce all the symptoms. It seems certain that the appear- 
ance of acetone bodies is related simply to depletion of 
liver glycogen (Graham, 1951); the appearance of these pro- 
ducts of incomplete fat metabolism is incidental and is 
readily compensated by the mechanisms controlling blood 
pH, and acidosis does not occur. The “ white” stools noted 
by earlier writers still occur, though not noticed so often, 
and this might suggest a temporary liver dysfunction. 

That these episodes are epileptic variants or masked 
epilepsy has been suggested by Millichap (1955) and Wallis 
(1955). Epilepsy itself is, however, far from clearly defined. 
Gowers (1892) regarded it as including the slightest dis- 
turbances on the surface of the stream of consciousness, and 
if we accept this most of us have at some time or other, and 
especially in childhood, had a few fits—transient dreamy 
states or recurrent sensations of indescribable taste or smell 
or déjd vu—though we would not be prepared to admit this 
when applying for renewal of our driving licences. Most 
of us know what we mean when using the word epilepsy— 
the abnormal movements and the losses of consciousness 
which, however brief, are always precipitate—and also accept 
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psychomotor and purely motor variants. The matter here 
is one of definition and limitation, perhaps arbitrary, but 
without which the unifying concept in medicine can only 
too quickly extend to the point of losing coherent meaning 

While the exact mechanism of the attacks is not yet under- 
stood, there are clearly a number of causative factors 

1. Inherent and familia! tendency to periodic functional 
upset.-A history of similar attacks in another member ot 
the family is strikingly frequent, and commonly one or other 
parent can remember similar attacks in childhood. There 
is often a family history of travel sickness and, of course, 
migraine. This impression of familial trend is such a strong 
one that we can surely accept it, at least until it has been 
statistically disproved by comparison with the families of 
non-affected children. 

2. Some focus of infection in upper respiratory tract, re- 
current exacerbations of which seem to have a trigger effect. 

Most frequently this is a tonsillitis, the direct symptoms 
and signs of which may often be so slight as to escape 
notice 

3. Nervous element.—Ryle (1948) coined the valuable 
phrase “ visceral neuroses "-—bad habits involving the vege- 
tative system but with the same tendency to become estab- 
lished as those occurring on the level of conscious behaviour. 
and in which a concentration of attention through anxiety, 
and especially resulting from excessive treatment, tends to 
make the symptoms worse. He had in mind conditions such 
is asthma, spastic colon, and spasmodic dysmenorrhoea, but 
visceral neuroses might also include the periodic syndrome 
in childhood, in which anxiety in either parent or child 
directed to the symptoms, and much treatment, can often 
he observed to make the symptoms more troublesome and 
persistent. The relationship of an individual attack to some 
emotional strain can sometimes be clearly seen, and the rise 
in tension setting off the train of symptoms may derive from 
serious underlying disharmony ; but the cause may be a 
slight one, and may even consist simply in dislike of some 
proper activity such as going to school or eating rice 
pudding. 

These three are the main causative factors; less com- 
monly, other minor factors may play a part—tiredness, a 
hot and stuffy room, a bright flickering light, or an indigest- 
ible meal. Several of these factors may operate together 
or in complementary fashion: in a child debilitated by recur- 
rent infection very small emotional causes may be enough 
to set off the train of symptoms, while in a tense and emo- 
tionally disturbed child a minimal tonsillitis may be the 
trigger. Where there is a familial tendency to periodic upset 
the first manifestations may well appear with the increased 
infections, rapid growth, and increased fatigability of early 
school life. 


Symptoms and Physical Signs 


The symptoms have been described in outline and are 
now considered in more detail 

Pallor is often the first symptom, and may be described 
in answer to the question, ‘Do you know when an attack 
is coming?” Parents may also notice dark shadows under 
the eyes or say “the eyes look dark.” At the same time 
the child is unusually quiet or, less commonly, becomes 
difficult and restless. Pallor may go on to fainting—the 
church faint which every schoolmaster knows. 

Headache may be frontal or unilateral. Sometimes, and 
especially when there are also visual disturbances, the child 
may be frightened or upset without being able to describe 
his symptoms. Headache becomes a commoner symptom 
in older children as vomiting and abdominal pain decrease 
in importance, and there is sometimes a gradual merging of 
symptoms into the adult migraine or recurrent sick head- 
ache. Visual symptoms indescribable at the time may be 
described in later life in retrospect. 

Vomiting is commonly repeated and may lead to severe 
collapse. The case in which vomiting is the main symptom 
is of course the one which tends to be called cyclical vomit- 
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ing. On the other hand, the symptom may, as Gee (1882) 
noted, be absent or quite overshadowed by pain. Sometimes 
there is much nausea but no vomiting 

4bdominal Pain.—This is the most difficult symptom to 
evaluate. Abdominal pain in children, especially small ones 
tends to be a universal symptom resulting from every sort 
of physical and emotional cause. The pain is usually cen- 
tral, and the account may be that of an aching discomfort 
or of colic, and it may be severe. Sometimes noisy bor- 
borygmi precede or accompany the pain. 

Pyrexia.—This is perhaps the least frequent symptom, but 
may cause most anxiety, and when recurrent febrile episodes 
occur with at first no other manifestation much investigation 
is apt to be carried out, and may indeed be very necessary 
No characteristic pattern of temperature occurs, but fever 
may come and disappear remarkably quickly. This is, to 
quote Gee again, the “ febris ephemera ” which the ancients 
distinguished as insignificant in comparison with remittent, 
continuous, and other fevers. 

Physical Signs.—By definition the periodic syndrome pre- 
sents no organic signs of structural disease. One often 
recognizes a type of child—alert, intelligent, and quick to 
respond, well up in class in spite of having missed much 
school, and often seeming to get more out of life in spite 
of his symptoms than his more stable brother. During an 
episode the appearance of pallor and collapse may be such 
as to cause great alarm, especially when symptoms first 
occur. Temperature and pulse may be raised, the breath 
may be offensive or have an odour of acetone. Apart from 
pallor, other vasomotor phenomena are common, especially 
patches of flushing. 


Diagnosis 

Diagnosis is an intellectual process depending acutely on 
personal judgment and knowledge of the individual and his 
background, and not on ancillary investigations, which are 
needed only to exclude structural disease ; thus the periodic 
syndrome is specially the diagnostic field of the family 
doctor. 

Differentiation from many more serious conditions is often 
both important and difficult. Fever may be due to an 
infective process: or a minimal infective process may be 
present with fever and other symptoms quite out of propor- 
tion. Episodes of headache and vomiting may precede other 
signs of increasing intracranial pressure. Abdominal pain 
may have many causes, from the rare one of tuberculous 
mesenteric adenitis to the common one of acute appendi- 
citis ; though it is true, as White Franklin (1952) noted, that 
in appendicitis pain is not usually recurrent over a long 
period. indications of the occurrence of tuberculous mesen- 
teric adenitis may show in the form of areas of calcification, 
without necessarily proving a relationship to the symptoms. 
Non-tuberculous mesenteric adenitis probably occurs in 
children commonly as a response to infection in either the 
respiratory or the alimentary tract, and the relationship ot 
the enlarged glands often seen at laparotomy to recurrent 
pain is a most uncertain one. Acute non-specific mesenteric 
adenitis as described by Aird (1945) probably represents 
simply one small aspect of the periodic syndrome which is 
often noticed by the surgeon. Ileitis, ileo-colitis, or recur- 
rent attacks of small-gut obstruction due to a band or 
abnormal mesenteric attachment are less common possible 
causes. Abdominal pain may be a presenting symptom in 
rheumatic fever or in the Schénlein-Henoch syndrome 
Chronic or recurring intussusception is a rare cause of pain’ 
occurring in episodes. In elucidating cases in which pain 
is prominent, inspection of stools, examination of urine, and 
a tuberculin test will be needed always, and an x-ray exam- 
ination of the alimentary tract occasionally. 

Differentiation from epilepsy may be difficult or impos 
sible, and there will always be some cases lying in the border- 
land of epilepsy, classically described by Gowers (1907). 
in which judgment may have to be suspended for a time. 
E.E.G. tracings may help a little and may in future help 
more—particularly, perhaps, in the obscure disturbances of 
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consciousness becoming known as temporal lobe epilepsy. 
Response to anticonvulsant drugs, especially phenobarbi- 
tone, may be of some slight diagnostic significance, but a 
diagnosis of epilepsy should never be based on this alone. 

True syncopal attacks as described by Sheldon (1952) are 
uncommon and should probably be considered separately, 
and fainting with no other symptom or with sweating may 
im rare cases be directly related to hypoglycaemia. The 
term “vaso-vagal” really has no meaning and is best 
abandoned. 


Incidence, Course, and Prognosis 


It is impossible to say how common periodic upsets of 
this sort are. Few of us, particularly in childhood, have 
escaped occasional bilious attacks and sick headaches, and 
complete vegetative stability must be rare. Of new patients 
seen in the paediatric out-patient clinic, at least one in ten 
is, in my experience, a case of this type, but many go to 
other departments. Some in whom headache is prominent 
reach the eye department. Many in whom there is fever in 
each episode, and whose tonsils are suspected, go to the 
E.N.T. surgeons. Where abdominal pain is prominent many 
children are first referred to the surgeon. A few are referred 
directly to the psychiatrist or the child guidance clinic. 

This illness is best seen against a background of individual 
and family lifetimes. Generally it can be said that the 
periodic syndrome is most troublesome during the period 
of rapid growth and first massive exposure to infection—the 
early years of school life—becoming less troublesome in the 
later sturdier years, with perhaps some recurrence of more 
upsets at puberty. There is also a tendency for fever to be 
more prominent in younger children, and headache to appear 
as this and abdominal symptoms diminish in later childhood 
and adolescence. Migrainous headaches, in turn, often dis- 
appear towards middle age. Throughout the affected life- 
time symptoms are accentuated in periods of debility or 
emotional stress. 

Death from cyclical vomiting has been recorded in a few 
cases (Brown, 1954), but must be extremely rare, though 
intense and continued vomiting may lead to a state of grave 
collapse. Professor Graham noted that no fatal case had 
occurred in the records of the Royal Hospital for Sick 
Children, Glasgow. Thus the prognosis for survival is 
excellent, Mostly, symptoms cease in late childhood or 
adolescence. 


Treatment 


Treatment can be described under two headings—the acute 
attack and the general management. Aspirin is without 
doubt the most effective drug. Given early it may abort an 
attack, and given in adequate and repeated doses it almost 
always cuts it short. Diet during acute symptoms should 
be limited to fluids sweetened with sugar or glucose, and 
these should be given in as large amounts as the child will 
take. Prolonged, repeated, and severe vomiting may be an 
indication for intravenous fluid and glucose, but occasions 
for this are rare. In my experience, on the last two occa- 
sions when they were given, recovery had begun before the 
transfusion was set up, and, once started, was so rapid that 
is is doubtful whether this measure was really necessary. 
Phenobarbitone, given either at the onset of an attack or 
in regular dosage over a period, may help. 


General Management 

General management of these cases is difficult and at the 
same time most rewarding. It involves a watch, a periodic 
overhaul, an absence of fuss, and the establishment of a 
special degree of understanding between doctor and parents. 
Trigger causes, whether infective, emotional, or environ- 
mental, must be sought, explained, and where poss’ble re- 
moved. Simple measures to improve general health may be 
indicated, and it is very important that diet should not be 
restricted between attacks; many children are still quite 
unnecessarily deprived of butter and cream and cod-liver 
oil on account of these symptoms. The parents must be 


made to understand that, while the periodic illness is of no 
serious consequence in itself, these children are at special 
risk in that the early symptoms of more serious illness may 
well be regarded as just one of the usual episodes: the child 
is in the position of the little boy who repeatedly cried 
“fire.” At the same time it is of great importance that too 
much is not made of the attacks, and that they are not 
allowed to interfere more than is necessary with any usual 
activity. 

The establishment of this sort of understanding in all 
honesty, without any dissembling or use of magic, calls for 
all that is best in the modern general practice of medicine. 
Indeed, I think it is true to say that there is no other branch 
of medicine in which it is possible. 

The question of surgical procedures will commonly arise. 
Tonsillitis is a common trigger cause, and removal of ton- 
sils which are the seat of recurrent infection may make 
the attacks less frequent; but the tonsils should not be 
removed unless there is definite evidence that they are 
damaged by recurrent inflammation. Often when abdom- 
inal pain is a prominent or main symptom, laparotomy and 
appendicectomy will be carried out. Appendicitis is a com- 
mon and dangerous illness in childhood, and one in which 
diagnosis can be exceedingly difficult, and when there is 
some doubt whether the symptoms may or may not be due 
to an inflamed or obstructed appendix it is probably always 
better to operate than to delay. Also, it is very striking 
how often the removal of a perfectly normal appendix is 
followed by the permanent cessation of symptoms. Ner- 
vous and emotional causative factors are almost always 
prominent in the periodic syndrome, if not quite so impor- 
tant as MacKeith and O'Neill (1954) would have us believe, 
and psychotherapy in this illness is most speedily effective 
when carried out by the surgeon. Something quite definite 
has at last been done by someone who knows his own mind 
and knows just what to do. 

Neither of these considerations should, of course, lead us 
to indiscriminate appendicectomies, and this is one of the 
problems in which in order to reach a decision we often 
work better as a team than as individuals. Of this team the 
family doctor is, or should be, the most important member, 
as he is in the management of the syndrome as a whole. 


Conclusion 

Finally, 1 think I should end on a note of warning: 
periodic syndrome is a provisional diagnostic term which, 
I have tried to show, has both intellectual and practical 
merits. It is of great importance that it should never be 
accepted as an irrevocably final diagnosis, that it should not 
become the Periodic Syndrome. If we remember this we 
shall be in no greater danger of missing cases of appendi- 
citis or cerebral tumour or tuberculous meningitis, and we 
shall have a useful label of identity to attach to a common 
and troublesome illness which has suffered in the past, and 
continues to suffer, from many misnomers and much con- 
fusion of thought. 


Summary 


An attempt has been made to define, describe, and 
limit the periodic syndrome, this term being used to cover 
many of the common recurrent upsets of childhood. 

The definition includes bilious and migrainous attacks, 
and periodic syndrome can replace the unsatisfactory 
terms cyclical vomiting, abdominal migraine, and 
“ acidosis.” 

The exact mechanism of episodes of this sort is not 
understood. A number of predisposing and precipitating 
causative factors are discussed. 

Simple symptomatic treatment with aspirin and 
sweetened fluids is often effective. 

The diagnosis and management of these cases, involv- 
ing continued observation and personal knowledge and 
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understanding of child and family, is especially the field 
of the family doctor. 


I wish to thank Dr. Dermod MacCarthy for his most helpful 


criticism. 
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lt is Known that hypercalcaemia may occur in multiple 
myelomatosis (Caylor and Nickel, 1933 ; Bodansky and 
Jatfe, 1934; Gutman er al., 1936), and that this is some- 
times accompanied by hypercalcuria (Caylor and Nickel, 
1933; Nassim and Crawford, 1950). These findings 
have, on occasion, given rise to difficulty in the differen- 
tial diagnosis between multiple myelomatosis and hyper- 
parathyroidism. In almost all cases of multiple myelo- 
matosis the serum phosphorus is normal or elevated, 
but, since this may also occur in cases of hyperpara- 
thyroidism in which renal impairment has developed, 
the serum phosphorus level may not be of help in the 
differentiation between the two conditions. In hyper- 
parathyroidism there is thought to be a diminished 
reabsorption of phosphate by the renal tubules (Albright 
and Reifenstein, 1948), and this is regarded as a diag- 
nostic test for parathyroid function. 

This paper reports a case of multiple myelomatosis 
in which, in addition to hypercalcaemia and hyper- 
calcuria, there was a diminished reabsorption of 
phosphate 


Case Report 

A woman aged 46 had had, for about six years, abnormal 
thirst with associated polyuria. Apart from tiredness for a 
year, her health was good until New Year's Eve, 1954 
When dressing she felt a sudden sharp pain in the sternum, 
with a sensation of something giving. The following evening 
she felt sick and vomited, and from that date until her 
admission to hospital three weeks later she vomited three or 
four times daily Her medical history and family history 
were negative 
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On admission she was pale and moderately dehydrated ; 
there was a protuberance about the middle of the sternum ; 
the blood pressure was 170/100. No other abnormalities 
were noted. X-ray examination revealed a double fracture 
of the upper end of the sternum. There was a moderate 
degree of demineralization of the vertebral column and ribs. 
Films of the hands, arms, legs, pelvis, and skull did not 
show any definite changes. There were no renal calculi, 
nephrocalcinosis, or calcification of soft tissue. The x-ray 
appearances were thought to be consistent with the diagnosis 
of hyperparathyroidism. 


Biochemical Data 


| | Carbon 
Serum Serum Urea Dioxide | Alkaline 
Date Calcium Phosphorus | (mg. | Combining Phosphatase 
(mg./ 100 ml.)\(mg./100 100 mil.) Power (K.A. Units) 
| (mt. 100 mi.)| 
1/2/55 16-2 43 — 
42/55 | 19-1 59 108 70 
7255 12.9 32 62 | 
9255 | 157 35 60 | — 
182/55 | 15-2 33 67 | 


The biochemical findings are shown in the Table. The 
original value for phosphorus was discounted because it had 
been determined on heparinized blood, which is unsuitable 
for the determination of phosphorus (McGeown et al., 1955). 

The glomerular filtration rate, as estimated by a continuous 
intravenous infusion of inulin (mean of three periods) was 
18.9 ml. a minute. The urinary clearance of phosphate, 
expressed as a percentage of the inulin clearance, was 73% 
when the serum phosphorus level was 3.2 mg. per 100 ml. 
This represents a greatly increased tubular rejection of phos- 
phate. The specific gravity ranged from 1008 to 1020. There 
was a moderate degree of albuminuria, but Bence Jones 
protein was not present. The patient was given a low- 
calcium diet (154 mg. in 24 hours) for 12 days, and during 
this period the daily urinary excretion of calcium varied 
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between 250 and 500 mg. (Fig. 1). On the diet used, the 
upper limit of excretion of calcium by normal subjects 
appears to be 150 mg. (McGeown, unpublished data) 

It has been reported that cortisone lowers the hyper- 
calcaemia of sarcoidosis (Anderson ef al., 1954) but has no 
effect on the hypercalcaemia of hyperparathyroidism. For 
this reason the patient was given 200 mg. of cortisone daily 
for six days, but no change in the serum calcium. urea. ot 
phosphate clearance occurred (Fig. 1) 

The marked degree of hypercalcuria, the consistently high 
serum calcium, the fairly low serum phosphorus despite a 
considerable degree of renal impairment, the elevated urinary 
phosphate clearance, and the x-ray findings made the diag- 
nosis of hyperparathyroidism appear almost certain, and 
accordingly the neck was explored by Mr. Ian Fraser and 
Mr. E. Morrison and three parathyroid glands were removed. 
These were reported to contain a large amount of fatty 
tissue, the chief cells were within normal limits, and there 
was no evidence of excess activity. 

For 24 hours post-operatively the patient's condition 
appeared satisfactory, and there was no evidence of tetany. 
Then quite suddenly she became pale, with cyanosis of the 
cheeks and extremities. Her condition, despite vigorous 
resuscitative therapy, continued to deteriorate, and she died 
on the fourth post-operative day. 

At necropsy the fourth parathyroid gland was found to be 
normal. The vertebral column. ribs, and sternum were 
demineralized and very fragile. In most areas the marrow 
was normal, but the bodies of the fourth and eighth thoracic 
vertebrae were replaced by a reddish-brown tissue. Histo- 
logically this was composed of cells which had a prominent 
and slightly basophilic cytoplasm and which were considered 
to be myeloma cells. A few liver sinusoids contained clumps 
of myeloma cells. In the kidneys most of the glomeruli 
were normal, but some contained areas of hyaline degenera- 
tion. There were fairly dense eosinophilic casts in the distal 
convoluted tubules, containing calcium, and they were often 
partly organized into the wall of the tubule by proliferation 
of the epithelium around them. The most severe lesions 


resembled little granulomas, with complete destruction of. 


the affected segment of tubule, irregular proliferation of the 
epithelium around the calcified cast material, and a surround- 
ing lymphocytic reaction (Fig. 2). 

After the necropsy a stored specimen of the patient's 
serum was found to contain 9.6 g. of protein®% (albumin 
3.3 g.. globulin 6.3 g.). Electrophoresis showed a sharp 
peak in the position of the @ globulin, which made up 59.5% 
of the total protein. 


Fie. 2.—Kidney (x 150), showing tubular lesions with calcium 
casts and irregular tubular epithelial proliferation around a 
calcified cast (centre). 
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Discussion 


The interest in this case lies in the fact that the clinical 
and biochemical findings bore a close resemblance to hyper- 
parathyroidism. The long history of thirst and polyuria, 
followed by fatigue and by a spontaneous fracture of the 
sternum, was consistent with the diagnosis of hyperpara- 
thyroidism, as were the x-ray appearances of demineraliza 
tion of the vertebral column and ribs. The marked degree 
of hypercalcaemia and hypercalcuria also suggested hyper- 
parathyroidism. 

The absence of hypophosphataemia in this case was 
thought to be due to phosphate retention associated with the 
renal impairment. 

We could not find any other record of the urinary phos- 
phate clearance in multiple myelomatosis. In the present 
case it was greatly raised. The diminished reabsorption of 
phosphate was probably due to the tubular damage which 
Was shown to be present at post-mortem examination. That 
the phosphate clearance is not always elevated in multiple 
myelomatosis is shown by studies on another case in which 
the phosphate clearance, as well as the glomerular filtra- 
tion rate, are normal. Diminished urinary reabsorption of 
phosphate occurs in hyperparathyroidism, although it is not 
yet certain that it is invariably raised in this condition. Its 
importance in multiple myelomatosis lies in the fact that 
in this respect, too, the disease may resemble hyperpara- 
thyroidism and may appear to lend support to the latter 
diagnosis if the possibility of multiple myelomatosis is not 
kept in mind. 

Although hypercalcaemia is apparently often present in 
multiple myelomatosis, it is difficult to discover its actual 
incidence, as in many of the reported cases the serum calcium 
has not been determined. The mechanism of the hyper- 
calcaemia is still unknown. It is perhaps associated with 
widespread bone lesions and osteoporosis, but was absent in 
two such cases (Naylor and Chester-Williams, 1954). It 
has been observed in solitary myeloma of bone (Nassim and 
Crawford, 1950) and in the absence of demonstrable bone 
lesions (Wallerstein, 1951). Rawson and Sunderman (1948) 
thought that the hypercalcaemia might be related to the 
hyperproteinaemia, but others (Gutman and Gutman, 1936 ; 
Jaffe and Bodansky, 1942) did not find any such relationship 
Parathyroid hyperplasia has been suggested as a cause of 
the hypercalcaemia by Cosgrove and La Tourette (1953), 
but specific study of this problem by Jaffe and Bodansky 
and others, and also in the present case, revealed no evidence 
of parathyroid hyperplasia. 

The serum phosphorus is usually normal or raised in 
multiple myelomatosis, but a case with a low serum phos- 
phorus was reported by Snapper (1948). When renal impair- 
ment develops in hyperparathyroidism, the serum phosphorus 
tends to rise, and thus may be of little help in the differential 
diagnosis. 

The serum alkaline phosphatase is usually normal, or only 
slightly elevated, in multiple myelomatosis. The rise, if 
present, is insignificant compared with that occurring in 
advanced hyperparathyroidism (Gutman ef al., 1936; 
Schwartz and Cataldo, 1953). In our case the absence of a 
raised alkaline phosphatase in the presence of sufficient osteo- 
porosis to cause a spontaneous fracture ought to have made 
us suspect that the underlying disease was not hyperpara- 
thyroidism. 

If the possibility of multiple myelomatosis is kept in mind 
in cases of bone disease with hypercalcaemia there are other 
aids to diagnosis. Bence Jones protein in the urine will 
support the diagnosis of multiple myelomatosis. An increase 
in the plasma proteins, particularly affecting the globulins. 
is characteristically found in many cases of multiple myelo- 
matosis. However, hyperproteinaemia may not exclude 
hyperparathyroidism, as it has been observed in this condi- 
tion by Bull and McGeown (unpublished observations). A 
bone-marrow biopsy with the demonstration of an increased 
number of plasma cells would make the diagnosis absolute. 
and this appears to be an essential part of the investigation 
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of all doubtful cases. A significant degree of anaemia ts a 
usual finding in myeclomatosis, but is rarely seen in uncom 
plicated cases of hyperparathyroidism 


Summary 
A case of multiple myelomatosis presenting with a 
spontaneous fracture is described. Hypercalcaemia, 


hypercalcuria, normal serum phosphorus in the presence 
of severe impairment of renal function, and an elevated 
urinary clearance of phosphate led to the diagnosis of 
hyperparathyroidism. The parathyroid glands were 
found to be normal, and at necropsy myelomatous 
replacement of two vertebral bodies, invasion of liver 
sinusoids, and myeloma kidney were found. 

This condition resembles hyperparathyroidism in that 
there may be an increased urinary excretion of phos- 
phate as well as hypercalcaemia and hypercalcuria 

The possible causes of the hypercalcaemia are 
discussed 

The ditlerential diagnosis between multiple myeloma- 
tosis and hyperparathyroidism is considered. The most 
important point would appear to be to remember how 
closely the two diseases may resemble each other 


Our thanks are due to Mr. Ian Fraser, who referred the patient 
to one of us (D.A.D.M.) and who, with Mr. E. Morrisor 
operated on the patient. The advice and guidance of Professor 
G. M. Bull are gratefully acknowledged. We are grateful to 
Miss Eileen Martin for the estimations of inulin and phosphorus, 
to Dr. G. Gibson for the post-mortem examination, to Dr. J. A 
Smyth and Mr. D. Neill for some of the biochemical determina- 
tions, and Mr. George Smith for the diagram One author 
(M.G. McG.) wishes to acknowledge a grant from the Medical 
Research Council 
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According to a leading article in the New England Journal 
of Medicine (August 11, 1955, p. 256) there has been a 
decline in the number of suitable applicants for admission 
to medical schools in the U.S.A. and some schools are 
already finding it difficult to fill vacancies with properly 
qualified students. “ This phenomenon appears to be symp- 
tomatic of the declining interest of American students in 
mathematics and in all types of physical and biologic 
sciences.” It is suggested that the shortage of teachers of 
science subjects in the secondary schools may have acceler- 
ated this trend. Half the high schools in the U.S.A. now 
do not offer courses in chemistry, and there are no courses 
in physics at an even higher proportion of schools. “ The 
tendency in high schools is for increasing numbers of 
students to take ‘ easy’ courses, such as social studies, voca- 
tional education, and how-to-live* subjects, while side- 
tracking the * hard” subjects, such as mathematics, physics, 
and chemistry. This trend is carried over into the colleges 
and may be largely responsible for the increasing emphasis 
that universities and medical schools are placing on the 
‘behavioural’ and ‘social’ sciences. This tendency has 
dangerous potentials for the future of scientific medicine.” 
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In 1932 Lee Foshay, of Cincinnati, whilst investigating 
tularaemia, recognized a separate disease entity in indi- 
viduals who had been scratched by cats (Daniels and 
MacMurray, 19Sla). The condition was characterized 
by an initial lesion at the site of inoculation, followed 
by regional adenitis and fever, the adenitis progressing 
to a bacteriologically sterile suppuration. In 1945 
Ff. M. Hanger and H. Rose, of New York, developed 
an antigen from a similar case (Hanger himself), which 
gave a local reaction when injected intradermally, and 
was successfully tried by Foshay on his own cases 
(Daniels and MacMurray, 195la). 

Meanwhile this condition had been well recognized 
in France, and in 1947 R. Debré, of Paris, following a 
meeting with Foshay, introduced the antigen into France 
Its use in suspected cases gave results similar to those 
experienced by American workers (Debré ef al., 1950) 
During the past five years the condition, under various 
names—for example, cat-scratch disease, cat-claw 
disease, cat-bite fever, and benign inoculation lympho- 
reticulosis—has also been reported in Switzerland, in 
India, and on four previous occasions in Great Britain 
(Campbell and Wheaton, 1952 ; Cox, 1952 ; Garai, 1952 : 
Bettley and Fairburn, 1953). 


Case 


A schoolgirl aged 7 was admitted to St. Woolos Hospital. 
Newport, on December 27, 1954. Eighteen days previous}, 
she had been bitten on the right thumb by the family cat. 
and a few days later had developed some local inflammation 
followed by a mild lymphangitis and axillary adenitis, This 
was treated by her own doctor with oral penicillin and rest. 
with apparent benefit, the inflammation subsiding. 

He was recalled 15 days after the bite, as her temperature 
had risen to 102-104° F. (38.9-40° C.), the axillary glands 
had increased in size, and she was complaining of consider- 
able pain in the right arm. This was accompanied by a 
generalized pleomorphic rash and classical erythema 
nodosum of both legs, with a few smaller nodes on the 
arms, Treatment with chlortetracycline resulted in an im- 
provement in her general condition and a subsidence of 
her temperature. However, it was apparent that two of 
the axillary glands were becoming fluctuant, with redden- 
ing of the overlying skin, and so she was admitted to 
hospital. 

There was nothing relevant in her past history, but she 
had always been subject to bouts of papular urticaria. 

Examination showed her to be well nourished, with no 
abnormal physical signs detectable in the throat, the ears, 
or the cardiovascular, respiratory, and alimentary systems. 
There was a moderate general lymphadenopathy, but no en- 
largement of the epitrochlear glands, and the spleen could 
not be palpated. The site of the original bite showed some 
local indolent induration but no discharge. There was no 
lymphangitis in the right arm, but in the right axilla there 
was a tender soft bubo. Both shins and forearms showed 
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erythema nodosum, and there was a generalized pleomorphic 
rash composed of maculo-papular and papulo-vesicular 
elements. The latter consisted of small papules 2-6 mm. 
in diameter, surmounted by a pinhead vesicle. 

The bubo was aspirated and thick greenish-yellow pus 
obtained. 

Investigations.—December 29:—Chest x-ray examination 
showed no pulmonary lesion. Hb, 86% (12.7 g. per 100 ml.) ; 
white cells, 18,000 per c.mm, (neutrophils 75%, lymphocytes 
13%, monocytes 10%, eosinophils 2%). E.S.R., 45 mm. in 
first hour (Westergren). Urine, no abnormality. Wasser- 
mann reaction and Kahn test negative. Paul-Bunnell test 
negative. Pus from bubo: Films were stained Gram, Ziel- 
Neelsen, and Giemsa. The cells were scanty, and were 
chiefly polymorphonuclear leucocytes with a few lympho- 
cytes and other mononuclears, No inclusion bodies were 
seen. No tubercle bacilli or other organisms were identi- 
fied. Blood-agar and chocolate-agar plates were inoculated 
and incubated aerobically, anaerobically, and in an atmo- 
sphere of 10% COs. No organisms were isolated. To 
exclude Brucella tularensis an agar plate containing blood, 
cystine, and dextrose was inoculated, but this also remained 
sterile. No tubercle bacilli were isolated after eight weeks’ 
incubation on Léwenstein-Jensen medium. Serum agglutin- 
ation tests against non-specific salmonella—Salm. typhi, 
Salm. paratyphi A, Salm. paratyphi B, Salm. paraty phi C— 
Br. melitensis, and Br, abortus were all negative. Blood 
culture: No organisms were isolated after 72 hours’ incuba- 
tion at 37° C, Mantoux 1: 10,000 initially gave a weak posi- 
tive reaction, but three subsequent tests down to 1:100 
dilution were negative. January 8, 1955:—Frei test was 
negative. Cat-scratch intradermal test (Colindale solution) 
produced a weal 2.5 cm. in diameter, with a central papule. 
Autogenous intradermal test produced a weal 3.5 cm. in 
diameter with a central papule, January 17:—Complement- 
fixation tests: psittacosis-—lymphogranuloma venereum less 
than 1:8; Q fever less than 1:8. 

Progress.—Following aspiration of thick pus from the 
bubo, a small incision was made to permit free drainage. 
This healed in a week, and the glands gradually subsided. 
The erythema nodosum persisted for ten days and then 
faded, leaving some brown staining noticeable for a further 
fortnight. The other rashes faded two weeks after admission 
to hospital, leaving no mark, but subsequently a few isolated 
papules reappeared on the limbs and abdomen. No further 
rashes were seen after six weeks. The patient made an 
uninterrupted recovery, and the sedimentation rate and white- 
cell count were normal after a month. Three months later 
she was re-examined, and found to be in excellent health, 
with no rash but with some residual induration of the right 
axillary glands. 

This case was shown at a clinical meeting in Newport on 
January 27, 1955, following which the two cases reported 
below were thought, in retrospect, to have been cases of 
cat-scratch fever, and skin-testing was carried out. 


Case 2 


A housewife aged 53 was bitten by her cat on the right 
shin in July, 1954. The wound was superficial and about 
} in. (1.9 cm.) in length. This healed slowly, but without 
any constitutional upset or regional _adenitis. 

Seven weeks later she felt unwell, had a mild fever, and 
complained of pain in the right groin. The latter she 
attributed to a “strain.” She improved, but felt unwell 
again a fortnight later, and was seen by her doctor, who 
found very enlarged glands in the right inguinal region. A 
diagnosis of pyogenic inguinal adenitis was made, and treat- 
ment with intramuscular injections of penicillin instituted, 
but without response. Within a week the glands became 
fluctuant with redness of the overlying skin. She was 
admitted to hospital on November 15 for surgical treatment. 

Incision of the abscess was followed by the evacuation 
of thick pus from which no pathogenic organisms were 
grown. The wound did not heal, but a further swab taken 


five days later grew Staphylococcus aureus, coagulase-posi- 
tive and resistant to streptomycin and chlortetracycline. The 
incision eventually healed after a course of erythromycin. 

In hospital her blood count showed a polymorphonuclear 
leucocytosis and her Wassermann reaction was negative. 
Four months later she had a positive reaction—a weal 
2.5 cm. in diameter—to cat-scratch antigen prepared from 
Case 1, and a negative Frei test. 


Case 3 


A housewife aged 56 was referred by her doctor to the 
surgical out-patient department in May, 1954, with fluctuant 
glands in her right groin, The glands were tender but not 
painful, and there was a purulent discharge. A peripheral 
source of infection was not apparent, and there was no 
lymphangitis. A healed ulcer on the right ankle which had 
been treated three years previously had not troubled her 
since. She gave no history of any previous similar com- 
plaint, 

She was admitted to hospital and the abscess incised and 
curetted. The evacuated pus was not cultured. The Wasser- 
mann reaction and Kahn test were negative, as was the 
psittacosis-lymphogranuloma venereum complement-fixation 
test. The glands healed satisfactorily, but slowly. No anti- 
biotics were given. 

Nine months later an intradermal test with cat-scratch 
fever antigen prepared from Case 1 produced a weal 1.5 cm. 
in diameter. 

The patient has always kept cats. She volunteered that 
she had quite often been scratched by them. 


Discussion 


The aetiological agent of cat-scratch fever has not yet 
been identified. It is thought to be a virus of the lympho- 
granuloma-psittacosis group. The disease has been trans- 
mitted to a human volunteer and to monkeys, and inclusion 
bodies, thought to be a visible form of the virus, have been 
described in the lesions (Mollaret ef al., 1951). Winship 
(1953) states that the inclusion bodies are non-specific, and 
claims to have found them in glands obtained from cases of 
tuberculosis, pyogenic adenitis, lymphogranuloma venereum, 
and tularaemia, It has not been possible to produce the 
disease or a positive intradermal reaction in the cat, which 
suggests its role is that of a vector (Winship, 1953). 

Mollaret et al. (1951) postulate that the virus is widely 
distributed in plant and vegetable life. Lange (1951) points 
out that the cat sharpens its claws on tree-trunks, bones, 
and even garbage cans, and because of its habit of frequently 
licking its paws, the transference of the virus from mouth to 
claw, or vice versa, is easily accomplished, thus explaining 
how the disease may follow scratch or bite. The disease has 
also been known to follow local lesions due te wood, thorns, 
bone, mosquito bites (Mollaret er al., 1951), and even inhala- 
tion of contaminated material (Daniels and MacMurray, 
1951a), but a history of contact with cats is almost always 
found. Of 160 cases described by Daniels and MacMurray 
(1954), only in 12 was a history of contact with cats lacking. 

The pathological changes have been described in detail 
by Winship (1953). 

The primary lesion shows a generalized infiltration of the 
corium by lymphocytes and polymorphonuclear leucocytes, 
with perivascular concentrations. Plasma cells and eosino- 
phils are prominent in the early stages. Histiocytes appear 
as the disease progresses and multinucleate giant cells are 
seen adjacent to the granulomatous area. 

Macroscopic examination of the affected lymph nodes 
shows them to be enlarged and usually densely adherent, 
appearing red and homogeneous or necrotic on section. 
Microscopically, the initial change is a peripheral reticulum- 
cell hyperplasia followed by local infiltrations of polymor- 
phonuclear leucocytes and plasma cells. These areas 
develop into abscesses containing polymorphonuclear leuco- 
cytes and debris, in which the lymphocytes appear to be 
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destroyed. As the inflammation progresses adjacent follicles 
enlarge and undergo similar changes, Shortly after the 
development of the peripheral lesions, sim.Jar but larger 
granulomata form in the medullary portion of the node. 
Epithelioid cells then appear and form a co!lar around the 
periphery of the abscess. The lymphocytes surrounding the 
epithelioid ring stand out in contrast to the abscess centre. 
Multinucleate giant cells are usually found, and very occa- 
sionally simulate the Sternberg cell of Hodgkin's disease. In 
some instances mononuclear giant cells were scattered 
throughout the entire node. Caseation as seen in tubercu- 
losis is absent. No endarteritis is demonstrable. 

The clinica! picture is that of a non-fatal systemic illness, 
most commonly with a local lesion, followed by regional 
lymphadenopathy, fever, and malaise. There is almost 
always a history of contact with cats and a primary site of 
inoculation, usually a cat scratch. The primary lesion 
appears seven to fourteen days after inoculation; it may 
heal rapidly or persist for some weeks as an inflamed scratch, 
papule, or, rarely, a small discharging ulcer. In approxi- 
mately a quarter of the cases no history of inoculation can 
be obtained (Daniels and MacMurray, 1954). The primary 
lesion is followed in 7 to 21 days by regional adenitis, 
usually without any intervening lymphangitis, but with 
systemic symptoms. Mild fever is usual at this stage, but is 
sometimes both persistent and high. 

Complaint may be made of malaise, anorexia, nausea, 
generalized aching, headache, and abdominal pain. Skin 
manifestations may appear. The incidence of the latter in 
Daniels and MacMurray’s series (1954) was 7%. The 
rashes may be maculo-papular, morbilliform, or a fine 
papular lesion and are of short duration. In Case 1 the 
rash was both maculo-papular and papular-vesicular, the 
latter persistently waxing and waning throughout the whole 
illness. Erythema nodosum has been reported (Cox, 1952; 
Daniels and MacMurray, 1954). Pain associated with 
developing adenitis was noted in the cases we report, but this 
is not always so, although the glands are usually tender. 
The adenitis often progresses to suppuration and bubo form- 
ation. Pus obtained from the latter ‘s thick, greenish in 
colour, and characteristically sterile. Suppuration may con- 
tinue for many weeks before the adenitis resolves, leaving 
enlarged glands that persist for months and even years. 

Laboratory investigations show a polymorphonuclear 
leucocytosis and a raised erythrocyte sedimentation rate in 
the acute phase. Complement-fixation tests for lympho- 
granuloma venereum have occasionally given low positive 
titres, but the Frei test in these patients was negative 
(Mollaret et al., 1951; Daniels and MacMurray, 1954). 
Cultures of pus obtained from the bubo are sterile. Sections 
of excised nodes stained by the Giemsa method show large 
numbers of intracellular and extracellular bodies similar to 
the elementary bodies of psittacosis. The diagnosis can be 
confirmed by the intradermal test. The antigen is prepared 
in the following manner, as described by. Hanger and Rose 
(Winship, 1953). Pus obtained from a case is diluted 1:5 
with isotonic saline and heated to 56° C. for one hour on 
two consecutive days. Then 0.1 ml. of the material is in- 
jected intradermally and the reaction is read in 48 hours. A 
positive reaction consists of a papule 0.5 to 1 cm. in diameter 
or an area of erythema | to 6 cm. in diameter, or both 
(Daniels and MacMurray, 1954). This indicates an active 
or previous infection. Peterman (1954) has obtained a 
positive reaction 28 years after the disease was contracted. 

Differential diagnosis will include chronic pyogenic 
adenitis, tuberculous adenitis, glandular fever, lymphogranu- 
loma venereum, Hodgkin's disease, and, where endemic, 
tularaemia. The cat may be a vector for other conditions, 
too. Collier (1924) and Beaumont and Gill (1935) described 
cases of Soduku (rat-bite fever) due to Spirillum minus in- 
fection which followed cat-bite, Cats are well recognized 
as sources of infection by Pasteurella septica, which also 
causes chronic suppurative adenitis, but the organism can be 
easily cultured from the pus. Daniels and MacMurray 
(1954) point out that, when the disease affects the cervical 
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glands, thyroglossal cyst and neoplastic disease of lymph 
nodes may be closely simulated, 

Complications are few, but encephalitis is increasingly 
reported, so far with complete recovery (Thompson and 
Miller, 1953; Daniels and MacMurray, 1954). Parinaud’s 
syndrome of unilateral conjunctivitis and pre-auricular 
adenitis is another unusual manifestation of the disease 
(Clément et al., 1951; Daniels and MacMurray, 1954). 

The results of therapy are difficult to assess, as the disease 
is a self-limiting one. Chloramphenicol, chlortetracycline, 
and oxytetracycline are thought to be of some benefit and 
often alleviate the early constitutional systems, as in Case 1, 
but do not seem to prevent the development of the regional 
adenitis. 

Certain variations in pattern in the cases described merit 
further comment. The unusual occurrence of erythema 
nodosum in Case 1 brings to light yet another non-tubercu- 
lous aetiology for the condition. The papulo-vesicular rash 
of some weeks’ duration has net been previously described 
so far as we are aware, the rashes in most cases lasting only 
48 hours or so. It is possible that this patient's predisposi- 
tion to papular urticaria may have been contributory to 
this. Subsequently she developed a bout of papular urti- 
caria which was quite distinct from the rash described 
above. 

Case 2 gave a history of cat-bite nine weeks before the 
onset of symptoms. It does not necessarily follow that 
inoculation occurred at that time. It is generally accepted 
that the interval between inoculation and adenitis is 7 
to 21 days, but Daniels and MacMurray (1954) found that 
in 25% of these cases no history of inoculation could be 
obtained, Similarly, Case 3 had contact with cats but could 
give no histery of a primary lesion. The subsequent pro- 
gress of Case 2 is fairly typical of the disease, and the initial 
specimens of pus obtained from the bubo were sterile. Sub- 
sequently, a Staph. aureus was cultured in association with 
delayed healing. This could well have been due to 
secondary infection. Finally, the intradermal test with cat- 
scratch antigen was positive. 

In Case 3 (diagnosed in retrospect) no record of examina- 
tion of pus from the bubo could be traced. Since sterile 
suppuration is virtually a sine qua non of the condition, this 
omission was unfortunate. However, the skin test for cat- 
scratch fever was positive, 2 bubo was present, and the 
patient could not recall any previous illness simulating the 
disease. In our opinion the history and clinical picture 
justify the inclusion of this case. 

A positive intradermal test is generally accepted as a 
reliable indication of active or previous infection. Daniels 
and MacMurray (1954) tested many hundred controls and 
found only three positive reactors. Willcox (1952) states 
that three cases of non-specific urethritis gave positive skin 
reactions with a cat-scratch antigen, but does not give 
details. The intradermal injection of antigen prepared from 
Case 1 showed no reaction with the remaining three mem- 
bers of her family and with five other controls known to 
have had close contact with cats. The cat concerned in 
Case | showed no reaction to the antigen. 


Summary and Conclusion 

Three cases of cat-scratch fever are described. 

One case was fully investigated, and two were diag- 
nosed in retrospect. 

The natural history of the disease is traced and some 
of the literature reviewed. 

The differential diagnosis is discussed. 
_ There is no reason to believe that cat-scratch fever 
is a new entity. In the past it has no doubt been 
variously diagnosed as tuberculosis, lymphogranuloma 


venereum, chronic pyogenic adenitis, glandular fever, 


tularaemia, or other causes of persistent adenopathy, 
with or without suppuration. Soon after the presenta- 
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tion of our first case at a clinical meeting, two further 
cases came to light. We believe the condition is as 
common in Great Britain as it is abroad. 


Our thanks are due to Dr. G. Andrews for the pathological 
investigations and his valuable advice and criticism. We would 
also like to thank Mr. H. G. Roberts for permission to publish 
Cases 2 and 3, and Drs. A. Jarrams, J. Miles, and M. Shepherd 
for their co-operation. 
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THE INTELLIGENCE OF 100 
NEGLECTFUL MOTHERS 


BY 
MARY D. SHERIDAN, M.D., D.C.H. 


Early in 1945 the Women's Group on Public Welfare 
in association with the National Council of Social 
Service set up a committee under the chairmanship of 
the late Mrs. Eva Hubback to inquire into the problem 
of the neglected child. The terms of reference are given 
in the preface to their report, “ The Neglected Child and 
his Family * (Women’s Group on Public Welfare, 1948). 
“What we set out to do was to collect together that 
which is already known about the neglected child in his 
own home, to collect new material with regard to this 
problem, to consider its fundamental issues, and to set 
out some aspects of the problem which demand further 
investigation.” Representatives of the Home Office, 


Ministry of Health, and Assistance Board attended the 


committee in an advisory capacity. 

Three special studies were conducted on behalf of the 
committee. The first of these contained much useful 
information collected with the co-operation of Dr. 
Charity Taylor, Governor of Holloway Prison, concern- 
ing the health and social history of twelve mothers com- 
mitted to prison for wilful neglect of their children. 

At this time, in cases where a fine or an ordinary 
probation order was considered inadequate, the courts 
had no means of dealing with mothers convicted of child 
neglect other than by the imposition of a prison sen- 
tence. This often led to the break-up of the family, the 
father being left to fend for himself, unless he were 
jointly charged, when he would probably also be sen- 
tenced to prison while the children were taken into pub- 
lic care and placed in children’s homes. In many cases 
the families thus disrupted were never able to achieve 
reunion. Parents coming out of prison discouraged and 
resentful were not always able to obtain work or living 
accommodation within their means. At that time it was 
not even always possible for brothers and sisters taken 
into care to be admitted to the same children’s home 


and brought up together. The need for a more con- 
structive and humane approach to the whole problem 
was obvious. 

As a result of discussions at the Home Office it 
appeared that a solution to the problem might be to 
provide a residential course of training at a special 
centre, which a neglectful mother might be induced to 
undertake under the requirement of a probation order. 
The Society of Friends and the Salvation Army were 
eager to give the plan a trial. The growing success of 
Brentwood, Cheshire, a “recuperative centre” for 
mothers and children where tired, debilitated, or 
ignorant housewives were given a short period of rest 
combined with informal training in home-making and 
child care, indicated the lines on which rehabilitation 
might be attempted. A simple but more systematic 
training than that given at Brentwood was accordingly 
designed. This included the elements of child care, 
budgeting, cooking, housework, needlework, laundry, 
and shopping. 

Selection of Mothers 

After further discussion it was decided that only children 
under 5 years of age should accompany the mother for three 
reasons. First, it would be impossible for the staff or the 
mother herself to cope with the care of more than two or 
three children in addition to her training in home-making, 
and it was considered that the needs of the youngest were 
greatest; second, it would be necessary to arrange tem- 
porary schooling for children over 5 years, and their atten- 
dance at outside schools would increase the risk of bringing 
infection back to the large group of younger children in the 
home ; third, it would be less difficult to explain to older 
children the temporary nature of their separation from their 
mother, while in every case efforts would be made to keep 
mother, father, and children in touch with each other by 
visits and letters, so that the family links need not be weak- 
ened. These proposals have proved satisfactory in practice. 

Mayflower, the Salvation Army home at Plymouth, was 
opened in March, 1948, but owing to technical difficulties 
the Society of Friends was obliged to delay the opening of 
Spofforth Hall, near Harrogate, until November, 1952. 

Following court proceedings, the mothers are usually 
placed on probation for a period of two or three years with 
a “requirement to reside” in one of these training-homes 
for a period of four months. This period of residence was 
originally decided upon because it was considered to be the 
minimum time in which the mothers could learn the elements 
of home-making, while it was also probably the maximum 
time that the husbands could be expected to tolerate separa- 
tion without losing hope and incentive or seeking consolation 
in other directions. Also, it approximated the usual length 
of prison sentence for child neglect. 

It is hoped to describe more fully elsewhere the findings 
of this valuable medico-social experiment observed over a 
period of seven and a half years. This paper is intended as a 
preliminary communication concerning one aspect only—the 
intelligence of a straight series of 100 mothers interviewed 
and tested between March, 1948, and June, 1954. Although 
the mothers in this series were unselected admissions the 
women studied do not represent a complete cross-section of 
neglectful mothers, since a certain degree of preliminary 
selection was operating. Because the scheme involved con- 
siderable expenditure of publie funds it was decided that 
only those women whose families were likely to benefit 
directly from the training should be taken. For this reason 
admission was restricted to married women who had some 
sort of permanent dwelling of their own to which they could 
return and in which they could put into practice what they 
had learned. On medical grounds women suffering from 
epilepsy or any infection such as tuberculosis and venereal 
disease were excluded. Mothers known to be pregnant were 
also excluded, as it was considered too difficult to combine 
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a fairly strenuous group-training with the necessary indi- 
vidual relaxation of routine and clinic supervision, etc., but 
in these cases a vacancy was always offered after the baby’s 
birth. After their admission, however, several women were 
found to be in the earliest stages of pregnancy, and these 
were retained, fortunately with no untoward results. The 
final condition was that the mothers should possess sufficient 
intelligence to be likely to benefit from the training. This 
last proviso is particularly interesting in view of the very low 
mentality of some of the mothers admitted. Assessment of 
adequate intelligence was usually based on the opinion of the 
doctor who examined the woman prior to admission and on 
her general understanding and behaviour during court pro- 
ceedings. Only in the few cases where the woman was first 
remanded in custody was it possible to obtain an expert 
assessment based on standard tests to compare with my own 
findings. 

The age range of the mothers varied from 17 to 46 years, 
with an average of 274 years. The number of their living 
children varied from one to eleven. In every case the charge 
was “ wilful neglect.” Actual cruelty had not been com- 
mitted. 

Findings 

After much consideration I decided to use the Stanford 
Binet intelligence scale as revised by Terman and Merrill in 
1937. Form L was given in every case. The Wechsler- 
Bellevue scale is undoubtedly a superior test for use with 
adults, but at the time when the investigation began I found 
it difficult to obtain either the material or the necessary 
experience in using it. It proved unexpectedly easy to estab- 
lish rapport with the mothers. Not one in the whole series 
refused to co-operate 

Whilst being fully aware of the limitations of all intelli- 
gence tests, especially when applied to adults, the fact is that 
standard tests do provide a yardstick which, however imper- 
fect, remains one of the few means of objective measurement 
of mental efficiency at present available to us. The problem 
of ascertaining social efficiency and of correlating this with 
intelligence-rating still remains, but even in this debatable 
matter standard tests offer valuable signposts. The varied 
material and mode of application of both the Terman- 
Merrill and Wechsler—Bellevue scales provide a means of 
forming an opinion regarding the examinee’s degree of 
endowment with certain everyday social qualities which are 
difficult to define but which are easily recognized by the 
experienced tester Growing insight into the complex 
medico-social problem these women represent has also 
shown that the personal assessments of social efficiency thus 
tentatively made have had some value not only in diag- 
nosis but also in prognosis. 

The curve of distribution of the mothers’ intelligence 
quotients plotted against the normal curve for this test 
is given in Fig. 1. Two points are immediately obvious. 
First, the mothers’ main curve follows a similar pattern of 
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distribution to that of the normal curve but is displaced 
widely to the lower end of the scale, so that their average 
1.Q. is only 79.8; and, second, there is a small number of 
mothers at the upper end of the scale who appear to be 
disconnected from the main group and to belong to the 
curve of some other series. The separation of these 14 
women from the main group is even more obvious in Fig. 2, 
where the 1.Q.s are charted at 5-point intervals and the 
number of women in each group is shown. (This chart also 
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Fic. 2.—Distribution of I.Q.s. Mothers: blank columns. 
Mothers known to have been pregnant before marriage: cross- 
hatched columns. 


gives the number who were known to have conceived a 
child before marriage, but it is not intended to discuss 
these findings at present, although it is interesting to note 
that its incidence appears to bear no relation to the women’s 
ascertained I.Q. and that the proportion is about three times 
the figure for illegitimate and pre-marital conceptions esti 
mated for me at the Registrar-General’s Office as occurring 
among young married women of 16 to 24 years, inclusive, 
during the years 1946 to 1950.) 

Classification and terminology according to intelligence 
levels are at present very confused. The Wechsler—Bellevue 
grouping appears to be the most logical and workable for 
adults but does not strictly apply to the Terman—Merrill 
scale. The recent World Health Organization pamphlet. 
“The Mentally Subnormal Child” (1954) says (page 6), 
“In few fields of knowledge is there more confusion result- 
ing from terminological differences”; and (page 7) freely 
admits that the “ mental ages” suggested for definition of 
mental defect in its own publication, * Manual of the Inter- 
national Statistical Classification of Diseases, Injuries, and 
Causes of Death ” (1948), are too high. 

According to the 1948 ruling, a mental age of 8 to 12 
constituted feeble-mindedness in adults, and a mental age of 
3 to 7 imbecility. On this rating no fewer than 57 of 
the mothers studied would have to be considered mentally 
defective, 6 of them imbecile. The World Health Organiza- 
tion has now recognized the fallacy of these estimates. 
“ More conservative figures would place the border-lines of 
moderate subnormality (that is, imbecility) at approximately 
the 2-year and 6- or 7-year levels on the 1937 Stanford 
Revision of the Binet test, and of mild subnormality (that is, 
feeble-mindedness) at the 6-year and 9- or 10-year levels of 
defect.” Unfortunately this statement again leaves consider- 
able margin for doubt. For instance, 22 of these mothers 
would be considered defective if a mental age of 10 is 
sccepted as the upver limit for feeble-mindedness ; and 10 or 
less than half as many if a mental age of 9 is accepted. 

Until more precise classification is internationally accepted 
it seems reasonable to retain the classification and ratings 
suggested for the Terman—Merrill tests—which are familiar 
to most medical officers and psychologists in Britain—as 
these afford a recognizable basis of comparison with the 
ordinary population. 
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T.-M. LQ. | Classification | Normal Population | Mothers 
Below 50 .. | Imbecile and idiot 02 a7) 
50-69 F eeble-minded 2 23}27\ 70 
70-84 Dull and backward 10 4 J 
85-114 .. | Normal | 76 25 

115-129 Superior 10 5 


130 and over Very superior | 2 -- 


It is clear that this series of mothers shows a formidably 
large number of mentally subnormal women and a corre- 
spondingly small number possessing good intelligence. In 
their school-days, on these findings, at least 27 of these 
mothers would have been considered ascertainable as men- 
tally handicapped under the Mental Deficiency Acts or 
Education Act of 1944, but, so far as 1 can discover, only 
2 of them attended special schools (most of them were of 
an age to have suffered from the educational dislocations 
of wartime); 70 (instead of 12.2) fell into the retarded 
groups ; 30 (instead of 88) had normal intelligence or better ; 
and only 5 (instead of 12) had superior intelligence. It 
was not possible to test scholastic attainment in detail, 
but very few of the mothers were completely illiterate. One 
glimpsed the enormous efforts which must have been made 
on their behalf by devoted teachers in many villages and 
towns up and down the country. 

It is interesting to compare these figures with those given 
by Savage (1946) regarding the intelligence of 89 mothers 
of problem families in Herefordshire. The tests used were 
the Raven matrices, administered by himself or specially 
trained health visitors : defective, 29%; below average, 
42% ; average, 26%; above average, 3%; superior, none. 
The Raven tests are so different from the Terman-—Merrill 
tests in content and application that the similarity of figures 
in the five broad classifications may not be significant in 
relation to individuals, but the general correspondence in 
grouping is remarkable. 

Discussion 

At first sight it seems incredible that women possessing 
such defective intelligence as those representing the lower 
end of the curve have remained in the ordinary commuaity, 
apparently undiagnosed, long enough to marry and have 
several children; but the explanation is simple. These 
women are temperamentally stable, and within their limited 
capacity they are gentle, friendly, contented, and teachable. 
The unstable defective girl causes so much trouble in the 
community that she soon secures her own certification and 
committal to an institution. On the whole these very sub- 
normal women are affectionate mothers and faithful wives 
but thoroughly incompetent housekeepers. While they have 
only one or at most two children they usually manage their 
households fairly well, but when their family responsibilities 
outgrow their capacity they become overwhelmed and sub- 
side hopelessly into dirt and domestic confusion, apparently 
completely unable to help themselves or to seek advice 
where it is available. In this state they drift on until some 
outside agency steps in to rescue the childreh. 

At first sight, also, the small group at the upper end of 
the scale presents an even more puzzling problem, since 
women of good intelligence usually find little difficulty in 
coping with everyday home-making responsibilities, unless 
they are seriously ill in body or mind, which none of these 
women had been judged to be. With increasing experience, 
however, it has become apparent that, in spite of good so- 
called “formal” intelligence, these women are invariably 
unstable and unpredictable in their emotions and behaviour. 
There is a gap in their understanding. They are lacking in 
some essential psychological factor which is difficult to 
define but which seems to be that nice combination of 
insight and foresight which is ordinary common sense, so 
that they fail to appreciate either the socially unacceptable 
nature of their actions and omissions or the possible results. 
They present many features of the so-called psychopathic 
personality. They do not learn from experience. They 


tend to act on the spur of the moment, recognizing no rule 
of life but their own immediate wishes. They do not— 
indeed, it seemed they cannot—conform to the normal social 
pattern. In other words, they are genuinely maladjusted to 
the culture in which we live. However destructive and 
intolerable their behaviour appears to be, are we, as medical 
examiners, prepared to state that these psychopaths are 
more blameworthy and less in need of training and guidance 
than is the mother whose mental age is only 8 or 9 ? 

The majority of women between these two extremes com- 
bine dull intelligence with varying degrees of instability. 
All three broad groups, however, contain examples of 
another type of psychopathy which is even more difficult to 
describe. It seems to partake of a moral apathy which is 
not culpable, of a mental withdrawal which is not schizo- 
phrenic, of a physical lethargy which is not mere sloth. It 
somewhat resembles the dazed inertia of severe physical or 
mental shock. It is possibly due to malnutrition or to the 
dulling effect of the repeated assault of adverse circum- 
stance. Since reading Tonge’s (1955) paper on the neuras- 
thenic psychopath, I have wondered if it is not the same as, 
or similar to, that enfeeblement of purpose which he has 
discovered in some unemployed men. 

Follow-up studies of these families are still in progress, 
but it may be said that 76 mothers have derived notice- 
able benefit from their residential training. It is reported of 
some that they have never looked back. Others have 
improved, although they need the continual help and en- 
couragement of probation ojficers and health visitors. 24 
have failed, usually after some initial improvement. The 
most dramatic failures in the series were two young mothers 
with high intelligence. Both were social misfits from whom 
it was impossible to obtain co-operation after they left the 
training-home. 

Whatever the cause of this failure to fulfil her maternal 
duty and to feed, protect, and train her young—a duty which 
is usually considered to be adequately prompted by instinc- 
tive biological urge—the problem of the neglectful mother 
appears to be primarily a medico-social rather than a peno- 
logical one. It is therefore a pity that, although both homes 
now accept voluntary as well as probation admissions, the 
18 or 20 places available in these training homes are seldom 
filled to capacity, while each year many neglectful mothers 
continue to be committed to prison. It would seem not 
only humane but reasonable to carry out more careful 
preliminary investigations regarding the physical and mental 
capacity of these mothers and at least to give a trial to 
methods of training and rehabilitation before committing to 
prison such intellectually and socially immature women. 
with all this entails in the break-up of the family and the 
unhappiness of the children. 


Summary 


Intelligence tests were given to 100 mothers brought 
before the court for wilful neglect of their children and 
placed on probation. 

The results of these tests are given and the significance 
of the findings discussed. 

It is suggested that the problem of the neglectful 
mother is primarily a medico-social rather than a peno- 
logical one. 


I am grateful to the Home Office for permission to publish 
these findings of an investigation carried out whilst I was a 
member of the medical staff of the Children’s Department 
Inspectorate. The views expressed are my own and do not 
necessarily reflect official opinion. 
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It is now generally believed that progressive cellular 
multiplication in some cancers of the human breast is 
strictly conditioned by an adequate supply of an anterior 
pituitary hormone. The favourable results of hypophys- 
ectomy in such tumours is spectacular. On the other 
hand, it can do nothing for the patient whose tumour Is 
independent of hypophysial control. It is unfortunate, 
therefore, that we have no reliable laboratory investiga- 
tion capable of clinical application on even a modest 
scale which can inform the surgeon whether his patient 
with breast cancer has a pituillary-dependent tumour or 
not 

Ihe pituitary trophic hormones appear to be glyco- 
proteins of low molecular weight, and the bioassay of 
one of them, gonadotrophin, is capable of clinical appli- 
cation. The technique used ts the Klinefelter extraction 
process in which the hormone proteins are precipitated 
by alcohol, the precrpitate purified, redissolved, and 
injected into suitable animals, the biological end-point 
being a significant increase in the weight of the uterus 
(Klinetelter er al., 1943) 


Preliminary Experiments 


A series of preliminary experiments carried out early in 
1955 strongly suggested that Klinefelter extracts of 72-hour 
specimens of the urine of normal pre-menopausal women 
powerfully and specifically stimulate the proliferation of 
mammary epithelium (Scowen and Hadfield, 1955). These 
experiments have now been repeated, amplified, and con 
trolled, and the original observation has been tully con- 
firmed 

Very early in the course of these confirmatory experi- 
ments it was found that, when using Klinefelter extracts for 
the detection of the mammotrophic activity of normal urine, 
the results were highly irregular and unpredictable. The 
final extracts were injected over a period of five days into 
weanling male mice whose mammary giands were found to 
be so remarkably sensitive to all the hormones known to 
be concerned in normal mammogenesis that the biological 
side of the experiments could not be blamed for the irregu- 
lar results. For example, 65 weanlings were given prolactin 
twice daily for five days ; 345 mammary glands were isolated 
and in all of them a highly significant increase in area and 
glandular complexity was observed, at least 60 of the 
glands showing widespread development of glandular acini. 
Similar responses were observed with oestrogenic hormones. 

It was therefore considered justifiable to suspect that the 
Klinefelter process, instead of increasing mammotrophic 
potency, was frequently responsible for its loss. 


the extraction process may be summarized as follows: 


Stace I: Four Volumes of Absolute Alcohol Added to 72-Hour 
Specimen of Urine 


Deposit A (Largely composed of phos- Supernatant. Discarded 
phates Presumed to contain pre- 
cipitated urinary and hormone 
Proteins) 


Srace Il: Deposit Extracted with Three Successive Aliquots of 
Distilled Water: Centrifugalized 


Supernatant (Presumed to contain all Deposit R (Larecly 

hormone protcin in solution) Phosphatic. Presumed 
tree of hormone pro- 
tem) Discarded 


Stace IL: Dialysed at 0° C. Against Water. Protein Re- 
precipitated by Alcohol 


Deposit C (still largely phosphatic Supernatant. Discarded 
Presumed tw contain all hormonc 
protem) 


Stace IV: Deposit Dried, Powdered, and Extracted with 
Distilled Water 


Presumed to contain Depost D (Presumed 


Supernatant 
Injected into imactive) Discarded 


hormone protein 
animal 
A series of experiments was set up in which eight batches 
of weanling males were injected twice daily tor five days 
with Deposit D from eight normal urines. On the average 
the deposits were found to be 6.3 times more potent than 
their supernatants. Several other batches of animals were 
then injected for a similar period with various samples of 
Deposit B. The results were as spectacular as they were 
unexpected. In the intact weanlings of the strain used the 
average number of end-bulbs or “ clubs” per normal gland 
is 1.14. The average number of clubs in the injected 
animals was 20.2, the average area covered by the reacting 
mammae was at least IS times that of the controls, and in 
42", of them there was unmistakable early development ot 
glandular acini (see Fig.). 


Whole mammary glands: mounted unsectioned (x 18) 


A. Mammary giand of normal weanling male mouse showing 

average complexity of structure. It consists of a singic main 

duct with a few short unclubbed branches. B. Mammotrophic 

reaction produced by injection twice daily for five days of 

extract of urine from a normal pre-menopausal woman. Note 

the jong clubbed branches and the branch buds, all of which 
are already clubbed. 


In the course of the control experiments it was found that 
the amount of prolactin required to produce an optimum 
acceleration of growth in the rudimentary mammae of the 
weanling male was 1,000 «g. per day over a period of five 
days. This increased the average number of clubs per gland 
from the normal 1.14 to 23.8. It has been shown by Lyons 
and his colleagues (1955) that no combination of hormones 
which does not include prolactin in relatively large quanti- 
ties will stimulate the growth of the mammae of hypo- 
physectomized and gonadectomized immature male rats. It 
is at least possible, therefore, that the mammotrophic sub- 
stance present in human urine is prolactin, which in syner- 
gism with oestrogens forms a mammotrophic combination 
in which prolactin acts at a concentration of several hundred 
micrograms. 

It seems likely that a determination of the mammotrophic 
potency of human urine can be so simpl.fied that it will 
eventually find a place in the clinico-pathological investiga- 
tion of those patients suffering from breast cancer in whom 
hypophysectomy must be seriously considered. 

A detailed account of the experiments outlined in this 
paper is in course of preparation. Meanwhile, it is hoped 
that the work described in this communication will be of 
assistance to other workers in this field. 


ell 
| 
wig 
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Medical Memoranda 


Immediate Results of Treating Sun-Blindness with 
Carbachol Injections 

The eclipse of the sun on June 30, 1954, was observable 
in the north-east of Scotland, and especially in Aberdeen, 
in perfect cloudless conditions. As a result, during the 
following few days many patients came with symptoms 
indicative of sun-blindness. A search for treatment in 
current and old literature was fruitless, and it was decided 
to aim at improving the retinal circulation by retrobulbar 
injections of carbachol, 0.25 mg. 

Symptoms.—It was noted that: (a) The patients com- 
plained of difficulty in reading and in recognizing faces at 
a certain distance. In milder cases the complaint was of 
“letters jumping out.” Less introspective patients described 
a general haze or central blurred spot. (b) The time spent 
on observing the eclipse, or the inadequacy of protective 
glasses, or both, had no constant bearing on subjective 
symptoms, but seemed to be more related to the observ- 
able changes at the macula. (c) The symptoms had little 
relation to the macular changes. 

We confirmed the ophthalmoscopic changes as described 
by Elwyn (1946), but in many cases there was a bright 
diamond-like reflex at the macula surrounded by an area 
of exudation and hyperaemia. 

Assessing the Injury.—All tests were carried out in a 
dark-room in standard lighting, allowing the patient about 
15 minutes for adaptation. Visual acuity on Snellen’s types 
was noted. The near vision was tested with Jaeger types. 
if patients experienced difficulty a record was made of the 
number of letters or words “ falling out,” of those only 
blurred, whether constantly or intermittently, and the 
character of scotomata (blackish, greyish, whitish). This 
method was found to be quicker and more accurate than 
using Amsler’s (1953) charts. 

Treatment.—After assessing the extent of functional 
damage and recording the ophthalmoscopic appearance a 
retrobulbar injection of carbachol, 0.25 mg., was given to 
one eye only. If there was no definite improvement on 
one of the previously described tests (Jaeger’s types were 
generally used) the patient was classified as not respond- 
ing to treatment. All responding patients were given daily 
treatment for two to three days. 

Response to Treatment.—Table I shows the response of 
55 patients to treatment with carbachol. The “immediate 
response” embraces those whose condition was clearly 


Taste I.—Response to Treatment with Carbachol 


Day After Injury Immediate Doubtful 
on which Treatment : No Response 
was Started Response Reaction 
28 4 9 
8-14 2 -- 
15-21 $ 1 1 
22-28 4 ~ mond 
Total . . 39 5 it 


improved within 2 to 30 minutes after the injection. The 
immediate improvement was variable: in some cases from 
6/36 to 6/12, from Jaeger 4 to Jaeger 1. Twenty-four 
hours after the single injection the patients could be classi- 
fied into three categories: (a) further improved (which in 
early cases was rather to be expected); (6) improvement 
maintained; (c) a “ backslide” to a condition somewhere 
midway between that of before and that after the last injec- 
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TaBLe II].—Degree of Improvement in 39 Cases After One Course 
of Treatment 


Improved By 
Days After Snellen (More | Snellen (1 to | 
Injury on than 2 Lines) or 2 Lines) or 
which Recov- | Jaeger (More | Jaeger (1 to 2 | Less than 
Treatment was ered than 2 Type- | Type-sizes)or | Prev 
Started sizes) or Scotoma Standards 
Scotoma | Diminished 
|Diminished by by 4 
1-7 a 9 5 7 10 
8-14 1 -- 
15-21 2 2 
22-28 i | 2 1 
Total... 7 13 8 


tion. No relation was found between the appearance of 
the macula and the patient's reaction to treatment. 

Complications.—Carbachol caused no serious side-effects. 
It occasionally gave rise to excessive sweating, salivation, 
and slight nausea, or to diplopia and pain and throbbing in 
the head. Some patients developed blurred vision (even to 
less than 6/60). Ophthalmoscopically, oedema of the retina 
was found. All disturbances were transient. 


CONCLUSION 
In many instances in the present series, even in compara- 
tively late cases, it was shown that symptoms of sun- 
blindness could be alleviated immediately by retrobulbar 
injections of carbachol. 
STANISLAW GeBeRTT, M.B., D.P.H., D.O., 
Department of Ophthalmology, Royal Infirmary, Aberdeen 
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Neonatal Diabetes 
Probably only 10 cases of neonatal diabetes have been 
reported (Schwartzman er al., 1947), Until the peculiarities 
of the disease at this age are better understood, it is desir- 
able that new cases should be reported as they occur. 


Case Reporr 

On September 13, 1954, a month-old male child was 
admitted to hospital suffering from dehydration. He had 
been reluctant to feed for a few days and had vomited once. 
He weighed 54 Ib. (2.5 kg.) at birth, and had gained 4} Ib. 
(225 g.) in the first two weeks, but had then been weaned 
on to artificial feeds. He weighed 6 Ib. 4 oz. (2.8 kg.) at 
3 weeks, but on admission weighed only 5 Ib. (2.3 kg.). 

Physical examination on admission revealed no abnor- 
mality apart from dehydration and weakness. The tem- 
perature was 99° FP. (37.2° C.). Although clear indications 
were absent, infection was suspected and a course of chlor- 
tetracycline was begun, The baby took his feeds well at 
first. The blood picture was normal, but sugar was found 
in the urine. On the morning of September 15 he vomited 
and became collapsed. Four blood-sugar estimations were 
carried out, with the following results: 12.45 p.m., 1,680 mg. 
per 100 ml.; 4.30 p.m., 1,980 mg.; 5.30 p.m., 1,620 mg. ; 
and 9.30 p.m., 1,200 mg. The cerebrospinal fluid contained 
1.200 mg. of giucose per 100 ml. Two specimens of urine 
contained more than 2% of sugar, with small amounts of 
acetone. Glucose was identified by fermentation and 
osazone tests and by chromatography. 

After the first blood-sugar report, an intravenous dextrose- 
saline infusion (4% dextrose, 0.18% saline) was set up to 
run at 25 ml. an hour, and soluble insulin was given: 2 
units at once, 4 units at 7 p.m., and 10 units at 11 p.m. The 
latter dose was repeated at 3 a.m., and at 7 a.m. the 
following day. The baby’s condition had improved, but he 
then began to perspire freely, and at 10 a.m. a specimen 
of urine contained no sugar. No more insulin was given, 
and 5% dextrose was administered through the intravenous 
drip. At 11.30 a.m. sudden collapse and death occurred. 

Post-mortem Findings—-The blood sugar estimated 
shortly after death was 325 mg. per 100 ml., and the urine 
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contained 0.2%, of sugar, with no acetone. Macroscopical 
examination of the organs revealed no abnormality, apart 
trom a few petechial haemorrhages in the lungs, some fatty 
change in the liver, and dilatation of the left renal calices 
The mght kidney was normal. Microscopical sections re- 
vealed glycogen in normal amounts in the liver. Sections 
of the brain, pituitary, pancreas, thyroid, suprarenals, heart, 
thymus, and spleen showed normal histology 


OMMENT 


Schwartzman ez al. (1947) collected from the world liter- 
ature 57 cases of diabetes in infants under 1 year of age, 
10 being under | month. The highest blood-sugar level 
reported was 952 mg. per 100 ml. Brodribb er al. (1952) 
reported a case of an infant aged 11 months whose blood- 
sugar level was 1,160 mg. per 100 ml., and stated that this 
was “the highest recorded under the age of | year.” The 
figures obtained before death in the present case were all 
higher than this. 

It is interesting to note the varying necropsy appearances 
of the islets of Langerhans in neonatal diabetes. Necropsies 
were carried out in six of the cases collected by Schwartz- 
nan et al, The islets were reported enlarged twice, reduced 
n number twice, scarred once, and normal once. The islets 
were normal in the present case, 


My thanks are due to Dr. J. H. Gubbin for permission to 
publish this case, and to Dr. Gwendoline Barion for the 
pathological reports 


GorDON HickisH, M.B., Ch.B., D.C.H., 


Late Paediatric Registrar, Odstock Hospital, Salisbury 
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Functional Recovery from Syphilitic Cirrhosis of Liver 
Following Penicillin and Bismuth Therapy 


Late syphilis of the liver is now rarely encountered, and 
only two comprehensive reports of its treatment by peni- 
cillin have appeared in the literature (Tucker and Dexter, 
1946; Nicol and Terry, 1951). The following case, which 
responded promptly to penicillin and bismuth, may 
therefore be of interest. ; 


Case REPORT 


A single man aged 36 was involved in a mining accident 
in April, 1952. At routine medical examination four weeks 
later his liver and spleen were found to be enlarged. He 
was consequently referred to the Royal Infirmary, Sheffield, 
for investigation. He was pale and somewhat wasted. There 
was no clinical or historical evidence of icterus. The liver 
was three fingerbreadths enlarged below the costal margin 
and slightly tender, and its surface was smooth. The spleen 
was palpable one fingerbreadth below the costal margin and 
was not tender. There were no other significant physical 
findings. The Wassermann reaction and Kahn test were 
positive on two occasions. He admitted having been 
treated for gonorrhoea with sulphapyridine tablets at another 
hospital some twelve years previously. 

On June 23, 1952, biochemical tests gave the following 
results : direct van den Bergh reaction, negative; serum 
bilirubin, less than 0.2 mg. per 100 ml.; serum alkaline 
phosphatase, 51 King-Armstrong units; thymol turbidity, 
1.8 units; thymol flocculation, negative; Takata-Ara 
reaction, negative ; total serum proteins, 7.7 g. per 100 ml. 
(albumin 5.1 g., globulin 2.6 g). 

Punch biopsy of the liver on June 23 showed an increase 
of fibrous tissue around the portal tracts, the fibrous bands 
being infiltrated with moderate numbers of fibroblasts and 
lymphocytes. A second biopsy on June 30 showed a portal 
type of cirrhosis of much milder degree than that present 
in the first biopsy specimen. Syphilis of the liver was 
tentatively diagnosed and a therapeutic test was started. 

Antisyphilitic treatment on an ambulatory basis was begun 
on July 10, 1952, and was completed on February 11, 1954. 


MEDICAL MEMORANDA 


Between these dates he received 30 mega units of procaine 
penicillin G in oil with 2% aluminium monostearate and 8 g. 
of bismuth. Two weeks after starting treatment he com- 
plained of stabbing pains in the right hypochondrium. The 
liver was tender on palpation. On October 6. 1952, the 
liver was two fingerbreadths enlarged below the costal 
margin and the spleen was not palpable. He was putting 
on weight, and on February 16, 1953, he felt fit enough to 
take a light job in the mines. 

On July 6 no clinical or radiological enlargement of the 
liver or spleen could be detected. On November 16, despite 
medical advice, he returned to work at the coal-face. Liver- 
function tests performed on October 26, 1953, and on August 
27, 1954, were within normal limits. 

Twenty-six months after beginning antisyphilitic treatment 
he looked very well, was working six days a week, and had 
been free from abdominal and right lower chest pains during 
the preceding ten months. There was no clinical or radio- 
logical evidence of hepatic or splenic enlargement and no 
biochemical evidence of hepatic dysfunction. His weight 
was satisfactory. The Wassermann reaction was positive 
and the Kahn test doubtful. 


COMMENT 

The prompt therapeutic response in this case supports 
the diagnosis of hepatic syphilis. Hahn (1943) states that 
the therapeutic test may be adjudged to be definitely posi- 
tive only if there is a striking change in objective manifesta- 
tions in direct temporal relationship to antisyphilitic treat- 
ment and if such change is maintained over a long observa- 
tion period measured in months or preferably in years. 

Although the liver biopsies were not conclusive of a syphi- 
litic lesion in our case, this is in keeping with the finding of 
Nicol and Terry (1951), who commented on the limitations 
of liver biopsy. Their patient had an enlarged liver and 
spleen, with ascites. His blood Wassermann and Kahn 
reactions were positive on two occasions. Exploratory 
laparotomy was performed in order to exclude neoplasm. 
The liver was found to be grossly enlarged and to have the 
classical appearance of a hepar lobatum. A biopsy from 
the surface of one of the nodules revealed only regener- 
ating liver tissue without evidence of granulomatous change. 
These authors were of the opinion that penicillin treatment 
of late syphilis of the liver would be effective only when 
gummatous lesions predominated. 

Tucker and Dexter (1946) described a case of acquired late 
syphilis (gumma) of the liver and a case with multiple 
hepatic gummata due to congenital syphilis. In both in- 
stances the diagnosis was substantiated by therapeutic test 
(penicillin), and, in the congenital case, also by biopsy. They 
contended that penicillin was at least as effective in the 
treatment of visceral gummata as other forms of antisyphi- 
litic treatment and that it offered the additional advantage 
of almost complete lack of toxicity, a factor of some 
importance when disease of the liver is present. 

Our patient would appear to have made a clinical and bio- 
chemical recovery from his syphilitic cirrhosis. Bergenfeldt 
(1947) has demonstrated that apparently well-established 
cirrhosis following infective hepatitis can occasionally regress 
and complete recovery occur. The possibility that our 
patient might have been suffering from cirrhosis following 
infective hepatitis was considered, but the rapid response to 
antisyphilitic treatment would seem to be against this 
diagnosis. 

I am indebted to Dr. H. P. Brody for his findings while the 
patient was under his care in the Royal Infirmary, Sheffield, and 
to Dr. H. Lederer, pathologist, Doncaster Royal Infirmary, for 
help and advice. 

J. Ovtver Doyte, M.D., M.R.C.P.L, 


Assistant Venereologist, Manchester Royal Infirmary and St. Luke's Clinic, 
Manchester ; Lately Assistant Venercologist, Dorchester Royal Infirmary 
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CARNATION MILK FOR INFANT FEEDING 


Tucker, H. A., and Dexter. D. D (1946). Arch. Intern. Med., 78, 313 
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The digestibility 
of Carnation Milk 


CURD FORMATION 


1 Breast Milk 


2 Carnation Milk diluted 


whole milk value 


to 


3 Pasteurised Wilk 


Ihe milk in each flask has been curdled by the addition of pepsin. Whilst precipitating, the 


milks were stirred constantly. This simulated the conditions occurring in an infant's stomach, 


Breast milk and Carnation Milk remain liquid witha suspension of very fine « urds. Pasteurised 


milk curdles into a solid mass. Boiled milk produces curds intermediate in size and texture 


between those of Carnation Milk and pasteurised milk. 


Due solely to processing, Carnation Milk 
produces a unique curd formation 
tensionless, tlocculent lh modification of 


essential for this curd 


cow's milk proteins 
formation occur luring the final ste ilising 
a process exctusive to evaporated milk, This 
terminal he ating induces : 

1 An increase in casein parti le size 
together with « xpulsion of some “‘bound”’ 


Water 


2 Achange in the calcium salts in which 
there is a combining action with the 
phosphate ions to form colloid or semi- 
colloid phosphates of calcium, 

These changes result in (a) soft curd 
prope rties when Carnation is acted upon 
by hydrogen ions in the range of gastric 


acidity, and (4) a reduced intensity of the 


calcium-casein coagulating mechanism. 
The extreme range of digestibility and 
tolerance ot proteins, as tound in 
Carnation Milk, is the practical advantage 
at the disposal of all physicians who are 
concerned with intant teeding. Other 
highly desirable advantages to those 
prescribing Carnation are; 


Safety, because of sterilisation ofter the Carnation 


catis are sealed 

Hypo-allergenic properties 

due to standardisation of solids, 
Prophylactic Dy 


Unilormits 


Permanently emulsitted butterfat. 
Accuracy of measurement. 


* The | eeding of Infants "* a book spectally 
for doctors — together with reprints of Clinical 
mvestigations and Carnation teeding charts 
are available from Medical Department, 
General Milk Products Limited, Bush House, 
Aldwych, Lomdon, W.C,2. 


Carnation Milk contented cows”’ 
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Reviews 


TOXAEMIAS OF PREGNANCY 


“The Pregnancy Toxaemias, or the Encymonic Alelositeses 
By G. W. Theobald, MA. M.D., F.LCS. 
F.R.C.0.G., M.R.C.P. With a chapter on the Adrenal 
Cortex by John Dawson, M.B., Ch.B., M.Sc. (Pp. 488+ 
xiv; illustrated. 63s.) London: Henry Kimpton. 1955. 
The author, at one time Professor of Obstetrics in Bangkok 
University, has for more than a quarter of a century inter- 
ested himself in the problem of pregnancy toxaemia. Others 
who have worked in the East have been aware of the heavy 
toll this disease takes of maternal and foetal lives. In the 
United Kingdom it now ranks as the highest single cause of 
maternal mortality. The title to Dr. G. W. Theobald’s book 
is a little mystifying. A search through the dictionaries in 
a large medical library has failed to trace the etymology of 
“encymonic atelositeses.” The author in his preface states 
that “eclampsia represents a failure of adequate adaptation 
to the pregnancy-lactation syndrome for which there are 
three main causes, (1) inherent defects in the expectant 
mother, (2) mechanical, and (3) nutritional factors: . . . the 
nutritional factor alone can be controlled adequately, hence 
the term pregnancy atelositeses or, more correctly, ency- 
monic atelositeses.” This explanation still leaves one mysti- 
fied as to the meaning and origin of these words. 

The book is divided into four parts. The first and most 
comprehensive describes the pregnancy-lactation syndrome, 
and includes modern views (as well as the author's original 
work) on water metabolism, oedema, oliguria, proteinuria, 
and hypertension. In this section is a lucid and informa- 
tive chapter on the adrenal cortex by Dr. John Dawson, 
Lecturer in Biochemistry in the University of Leeds. The 
second part reports clinical facts ; the third enumerates the 
hypotheses about eclampsia; and the last advises on pre- 
vention and treatment of pre-eclampsia and eclampsia, At 
the end of each chapter is an extensive bibliography. 

In view of the recent emphasis on the importance of 
electrolyte balance in relation to the maintenance of normal 
cellular function, Claude Bernard’s century-old aphorism— 
“ La fixité du milieu intérieur est la condition de la vie libre ” 
—has at last become accepted as a fundamental clinical 
tenet. The author, a clinician with a training as a physio- 
logist, stresses those physiological changes in normal preg- 
nancy which when deranged are responsible for the condition 
known as “toxaemia.” The chapters relating to prevention 
and treatment of toxaemia are those that will appeal most 
to practising obstetricians. Many will agree that “the 
present trend of the Ministry to cut down the number of 
hospital maternity beds will indubitably militate against the 
possible development of the ideal standard of antenatal care. 
Normal cases can be safely confined in their own homes, in 
the ambulance, or under bridges, but nobody can tell, until 
the event is over, which cases will be normal.” There has 
been a tendency to concentrate antenatal care during the 
last few weeks of pregnancy ; mortality and morbidity from 
toxaemia will be reduced only by vigilance during the middle 
months. With earlier detection of the disease more ante- 
natal beds will be needed. The author goes so far as to 
propose that the expectant mother should be seen weekly 
from the twenty-fourth week until term. His outline of a 
scheme for the organization of such a procedure is one 
which merits study by all who are responsible for the care 
of pregnant women. aon 

Theobald has always been a proponent of the scientific 
method. The results of his original research and ideas are 
now available, and obstetricians should be grateful to him 
for this book, which will long rema’n indispensable to those 
who are in practice and to those who are seeking to elucidate 
one of the most baffling of the diseases that afflict the human 


‘ ies. 
W. C. W. Nixon. 
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TISSUE TRANSPLANTS 


Transplantation of Tissues: Cartilage, Bone, Fascia, Tendon, 
and Muscle. By Lyndon A. Peer, M.D. Volume l. (Pp. 421 
+xii; illustrated. £5 2s. 6d.) London: Baillitre, Tindall 
and Cox. 1955, 
it is beyond question that the surgeon's activities are both 
rendered necessary and made possible by individual cellular 
reaction. The neoplasm, the inflammatory reaction, and the 
ulcer are all expressions of variations from the cellular 
normal. The process of healing after an incision is an 
expression of cellular activity. The restorative process of 
grafting of tissue succeeds or fails as the individual cells in 
the transplant survive the phase of deprivation of their 
norma! metabolic supplies, and recover to continue their 
specific activities. That we know nothing of the mechanism 
which controls the cells poses a question for the future. The 
immediate concern of the author, and indeed of all surgeons, 
is an analysis of our present knowledge of the behaviour 
of the cytological elements of the tissues commonly used as 
transplants. About many of them little is known; about 
others much is clear; but much still remains to be intel- 
ligently interpreted. 

The author has in this first volume dealt with the 
problems presented by cartilage, bone, fascia, tendon, and 
muscle, He has prefaced his study of the individual tissues 
by a section on general histology. In each of the main 
sections of the book transplantation in animals and in man 
is dealt with and the literature is excellently reviewed. 
Indeed, this is perhaps the greatest of the many merits of 
the book. None the less the subject is far from being 
dryasdust, and is relieved by succinct summaries after each 
chapter, and by an appropriate section of purely clinical 
material. If there can be criticism, it is that the word 
“graft” is used to describe both heterogenous and homo- 
genous tissues. As the author shows that the majority of 
such “ grafts” do not survive transplantation, it would seem 
that the use of the word applied to these tissues is some- 
what misleading. One prefers to regard a graft as some- 
thing which survives and reproduces itself, retaining its own 
characteristics and relying on the host area only for its 
metabolic needs. Would it not be preferable in talking of 
heterogenous tissues to use the word “transplant”? This 
is perhaps an academic point and detracts not at all from 
the excellence of the book. 

Dr. Peer deserves the thanks of every clinician for bring- 
ing order out of the chaos of the somewhat emotional 
thinking that surrounds bone banks, corneal banks, and skin 
banks—some, at least, of which have been, and still are, 
used without due regard for the probabilities of success in 
the essential process of producing a living graft. 


R. Mow Lem. 


SMOKING AND HEALTH 


The Biologic Effects of Tobacco: With Emphasis on the 
Clinical and Experimental Aspects. Edited by Ernest L. 
Wynder, M.D. Foreword Joseph Garland, M.D. 
(Pp. 215+xiii; illustrated. 33s.) London: J. and A. 
Churchill Ltd. 1955. 
The purpose of Dr. Wynder’s book is to review the evidence 
about the effect on health of smoking tobacco and to distin- 
guish fact from fancy. The eight authors are all experts 
on the subject with which they deal, and six of the seven 
chapters are concise summaries of the present-day knowledge, 
fully documented with references. The first two chapters, 
by Dr. Alison I. Kosak and Dr. Charles J. Kensler, provide 
background data on the chemistry and pharmacology of 
tobacco smoke. The four succeeding chapters review the 
physiological and pathological effects attributed to smoking 
in relation to the cardiovascular system, the induction of 
cancer, the gastro-intestinal tract, and allergic phenomena. 
They are contributed respectively by Drs. Ellen McDevitt 
and Irving Wright, by Dr. Wynder himself, by Dr. Robert C. 
Batterman, and by Dr. Francis C. Lowell. The last chapter 
(which should be read first) breaks new ground, or rather 
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cultivates old philosophical ground in a new way, by dis- 
cussing the meaning of cause and effect and of the condi- 
tions under which an association may be considered causal. 
In it Dr. Cuyler E. Hammond sets a useful perspective for 
the interpretation of biological experiments ; it is of parti- 
cular value in its present setting in view of the various 
opinions which have been expressed about whether smoking 
has been “ proved" to be a cause of cancer. It is unfor- 
tunate, however, that Dr. Hammond appears to give support 
to the view that causation may be regarded as “ indeter- 
minate.” 

rhe editor, it must be admitted, has set himself an impos- 
sible task. The subject is developing too rapidly for it to be 
possible, in many instances, to separate fact from fantasy 
with real confidence ; what are now tentatively considered 
facts may in the course of a few years be shown to be 
artifacts. On the other hand, many facts have been well 
established, and the authors have in general distinguished 
clearly between what is established and what is worthy of 
consideration. The chapters are brief and easy to read, and 
the book can be recommended to any who want to be 
able to give a considered answer to the questions of the intel- 
ligent layman. It would be still more useful if it was more 
complete and included a chapter on bronchitis. 


Ricwarp Dott. 


BIOCHEMICAL GENETICS 


An Introduction to Human Biochemical Genetics. By H. 
Harris, MA., M.D. Foreword by L. S. Penrose, M.D., 
F.R.S. Eugenics Laboratory Memoirs, XXXVII. (Pp. 96 
illustrated. 15s.) London: Cambridge University Press for 
the Galton Laboratory, University College, London. 1955 
(reprinted) 
This is a most valuable addition to the library. No mono- 
graph summarizing knowledge in the field of human bio- 
chemical genetics has been published since the second edi- 
tion of A. E. Garrod’s classic Inborn Errors of Metabolism 
in 1909. Garrod discussed seven different abnormalities 
albuminuria, alkaptonuria, cystinuria, diaminuria, porphyrin- 
uria, steatorrhoea, and pentosuria. Progress in this field 
may be judged by the fact that Harris discusses more than 
twice as many conditions. They include phenylketonuria, 
alkaptonuria, tyrosinosis, fructosuria, glycogen disease, 
renal glycosuria, cystinuria, 8-aminoisobutyricaciduria, the 
haemoglobin variants of sickle-cell disease, the blood-group 
substances, and differences in taste sensitivity to the thioureas. 
Reference is also made to hereditary factors in gout and 
methaemoglobinaemia 
The book is not meant to cover the field exhaustively. It 
is confined to those conditions which have been most 
thoroughly investigated from the genetical standpoint. 
Albinism, porphyrinuria, pentosinuria (L-xyloketosuria), and 
lipoidoses have not been considered because the present state 
of knowledge about them is thought to be confused and not 
susceptible to convincing analyses. The book was written 
in 1952, and therefore the more recent developments in the 
field of sickle-cell haemoglobin variants are not included 
The main emphasis throughout is on the genetical aspects 
rather than on biochemical and clinical features. 


H. A. KRess. 


BIOLOGY OF BONE 


Bone and Bones: Fundamentals of Bone Biology. By 
Joseph P. Weinemann, M.D., and Harry Sicher, M.D., D.Sc. 
Second edition. (Pp. 508; illustrated. £5.) London: Henry 
Kimpton. 1955 
This scientific work comes from a pathologist and an 
anatomist working at a university research department in 
Chicago. There is a detailed description of the physiology. 
including histology, of normal bone, and subsequently of 
the morbid anatomy of the skeleton when affected by 
certain anomalies, disturbances, and diseases. Seldom can 
one find such thorough descriptions of normal and abnormal 
bone in one volume. The structure and growth of bone are 
studied in great detail. The development and functional 
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adaptation of bones is described, together with the histo- 
genesis of the otic capsule and of the human tooth, There 
are reproductions of many photomicrographs, mostly mag- 
nified up to 200, but a number to over 500. The standard 
of these is remarkable. 

[he authors have chosen to study the pathology of the 
bones affected by excessive softness and hardness. The 
influence of vitamins, endocrine glands, and minerals on 
the skeleton are described, and again photomicrographs 
depict the changes. The chapters on the healing of bone 
and inflammation are of greater interest than that on 
tumours. It is appreciated that little is known of the patho- 
logy of Paget's disease or of osteoid osteoma and cement- 
oma, which have been studied on the lines adopted by this 
research, 

This book is essentially for the research worker, but the 
subject-matter should be studied by teachers of pathology 
and of dental surgery and orthodontics, The information 
on the development of bone will materially assist the radio- 
logist and orthopaedic surgeon in the scientific aspect of 
their work and in their teaching to postgraduates. The 
junior medical and dental student is seldom interested in 
the basic knowledge of the biology of bone, and it is doubt- 
ful if his time is well spent in learning it. The reader will 
find that an approach is made to the pathological conditions 
of which we know little. The authors are to be congratu- 
lated on their valuable recording of useful work in a care- 
fully prepared and illustrated publication. 


Sr. J. D. Buxton 


PUBLIC HEALTH ADMINISTRATION 


Principles of Public Health Administration. By John J 

Hanlon, M.S., M.D., M.P.H. Second edition. (Pp. 693. 

63s.) London: Henry Kimpton. 1955. 
Books on hygiene, on public health, and on social medicine 
are numerous. This book on public-health administration, 
when it was first published in 1950, broke new ground. It is 
not a conventional textbook of public-health procedures. It 
provides a rich blend of philosophy, history, and a practical 
approach to present-day public-health problems based on 
long experience in the U.S.A. and elsewhere. 

There are substantial and interesting differences in the 
scope of the work of public-health officers in the U.S.A. and 
in Britain. There are major differences in the way that 
public control is exercised. There is, for example, nothing 
in the U.S.A. that corresponds to the health committee of a 
British local authority. Yet the basic problems of public 
health are similar in the two countries, and the British health 
officer will learn much from this comprehensive book. 

This second edition has 187 more pages than the first. 
and the subjects that receive additional attention show that 
the growing points in both countries are the same. They 
include care of the chronic sick, prevention of accidents. 
mental health, rehabilitation, public-health dentistry, and 
health education. There are chapters on fiscal management 
and on lega! considerations. The inclusion of long sections 
on the economics of public health, on its sociological aspects, 
and on anthropology in relation to public health indicates 
the book's wide range. 

There are excellent discussions on difficulties of organiza- 
tion in large departments, on personnel problems, and on 
public relations. Administrative management is stated to be 
“ essentially a question of the organization of manpower, 
materials, resources, and strategy for the accomplishment of 
the desired goal.” The author is not afraid to criticize, and 
writes : “ The most confused organizational picture of all in 
public health in the United States is found on the Federal 
level.” 

The first edition was good ; the second is better. It is a 
sound work that will be read with pleasure and profit by 
all who are engaged in administrative work for the pro- 
motion of health. It is well indexed and has 633 references. 


ALLEN DALey. 
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NEW METHODS IN RADIOTHERAPY 


It is not too much to say that recent developments 
in two directions are changing the whole outlook 
on radiotherapy. The first of them is that x-ray 
machines have been developed in which very high 
speeds are imparted to the electron beam not by the 
application of a high voltage across an evacuated 
v-ray tube but by a series of electromagnetic acceler- 
ating “ kicks ” to the electrons until a sufficient speed 
has been built up to produce x rays which many 
millions of volts are required to produce by other 
means. Such are the synchrotron, betatron, and 
linear accelerator. As a result, radiations have been 
made available for clinical use with voltage equiva- 
lents as high as 20 millions and over. Moreover. 
workers in various centres have sought to turn to 


therapeutic use the actual beam of accelerated elec-— 


trons in place of the x rays they would produce if 
allowed to collide with a metal target. The electrons, 
though essentially the same as the beta rays emitted 
by radioactive substances, have, when produced in an 
accelerator, two advantages—namely, movement in 
one direction instead of movement in different direc- 
tions at random, and continuous spread of energies 
from zero to the maximum determined by the equiva- 
lent voltage instead of a single energy. Penetrating 
power depends on the energy imparted to the elec- 
trons and therefore can be varied by changing the 
equivalent voltage. It may amount to several centi- 
metres in human tissue. Hopeful results have been 
reported by J. G. Trump and his co-workers’ at the 
Massachusetts Institute of Technology in the treat- 
ment of superficial lesions of the skin such as mycosis 
fungoides, and of certain malignant conditions of 
no great depth, such as parotid tumours and secon- 
dary cervical lymph nodes. The action of the 
electrons is the same as that of x and gamma rays, 
but in some circumstances the characteristics of the 
absorption curve may offer technical advantages in 
application. 

The second development is the introduction of 
radioactive isotopes, from which can be obtained all 
three types of radiation emitted by radium—alpha, 
beta, and gamma—each with a wide range of pene- 
trating power. Some of these substances can be pro- 
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duced in large quantities, so that they can be used as 
the active source in telecurietherapy equipment, pro- 
viding radiation outputs comparable with those of 
supervoltage x-ray machines. Thus, massive sources 
of **cobalt are already in use to give telecurietherapy . 
beams of about 3 million equivalent volts, while a new 
element, ‘*’caesium, a waste product from the atomic 
reactor, can provide a telecurietherapy beam of 
approximately 500,000 equivalent volts. When cer- 
tain initial difficulties have been overcome, caesium 
telecurietherapy units may well ultimately supplant 
X-ray equipment for deep therapy. 

It was at one time hoped that with increasing volt- 
ages, and, accordingly, shorter wavelengths, the 
attack on the cancer cell might be more selective. 
However, this hope has been disappointed, and it is 
now known that the biological effects of x and gamma 
radiations over the range so far explored is the same. 
Nevertheless, the peculiarities in the absorption curve 
of x and gamma radiations at high voltages afford 
important technical advantages. Briefly, while with 
ordinary voltages the dose drops progressively as the 
beam penetrates the tissues, with supervoltage radia- 
tions of one million volts and upwards the maximum 
dose is built up, not on the skin surface, but below the 
surface at a depth which increases progressively as 
voltage increases. This is not an unmixed blessing, 
for at very high voltages the exit dose may exceed 
the entry dose and, in certain circumstances, even the 
central depth dose, thus resulting in similar disad- 
vantages as with ordinary deep x-ray therapy. 
Experience is being gathered in the use of a wide 
range of high voltages from | to 20 millions, but it 
may well turn out that the best for treatment is some- 
where in the lower supervoltage range, perhaps of the 
order of 3 or 4 million volts. This is approximately 
the quality of the beam produced by *’cobalt. 

The main problem in radiotherapy is to direct the 
radiations to the cells to be treated while sparing all 
other cells as much as possible. Owing to the physical 
characteristics of the radiations, the neighbouring cells 
cannot be wholly spared, and the radiotherapist has 
to be content with giving a dose to the normal tissues 
that is only just sublethal. The result therefore 
depends on his making the best of the margin of radio- 
sensitivity between the diseased and the normal 
tissues. If radiations can be introduced into the body 
by means of some vehicle that will be selectively taken 
up by the cells to be subjected to them, the ideal 
conditions for radiotherapy prevail. Such conditions 
are largely attained when the secreting tissue of the 
thyroid gland is irradiated by artificially radioactive 
iodine ‘*'I. But, except in certain cases of thyroid 
carcinoma, the search for a substance which would be 
selectively absorbed by cancer cells and which could 
act as a vehicle for radiations has so far proved un- 
successful. 


| 
| 
| 
2 
i Trump, j. G.. er al., Amer. J. Roentgenol., 1953, 69, 623. 
* Farr, L. E., Robertson, J. S., and Stickley, E., communication to Inter- 
national Conference on Peaceful Uses of Atomic Energy, 1955. Geneva. 
*Spear, F. G., and Loutit, J. T., in Carling, E. R., Windeyer, B. W., and 
Smithers, D. W., editors. British Practice in Radiotherapy, 1955, p. 48, 
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A completely new and highly experimental 
approach to this problem has been made at the 
Brookhaven National Laboratory, New York.? Sub- 
Stances with a molecular nucleus of fairly large cross- 
section were introduced into the tumour cells so 
as to permit the capture of slow neutrons directed at 
the patient from an atomic reactor. Thus intracellular 
boron underwent nuclear disintegration, with conse- 
quent disruption of the cells. Clearly, not only the 
introduced element may be affected, but many other 
elements in the patient too may be made radioactive. 
Only a highly selective absorption in the growth could 
make the treatment safe and effective. It was found, 
however, that in cases of glioblastoma multiforme the 
rather small selective absorption of the tumour cells 
may be reinforced by taking advantage of the 
blood-brain barrier, which retards entry of the in- 
jected substance into the normal brain tissues. The 
substance injected was ‘boron, and neutron bom- 
bardment of the head at the 10th to the 50th minute 
after injection gave a sufficiently differential effect to 
cause regression of tumours without, apparently. 
serious injury to the surrounding brain. Only a few 
patients have been treated so far, and possible dangers 
have yet to be fully elucidated. This method of treat- 
ment is distinct from simple neutron therapy, which 
is also still experimental. Here the neutrons are 
used for their direct effect on the growth cells, much 
as x rays are. Neutron irradiation is more indis- 
criminate than that of x and gamma rays and electron 
beams." One other radiotherapeutic method of pos- 
sible clinical significance may be mentioned. At 
Berkeley, California, protons or deuterons produced 
at several hundred million volts have been directed 
in well-collimated beams to produce highly localized 
tissue damage. The protons, in contrast to electrons 
and x rays, are not significantly scattered in the 
tissues. Their range can be controlled, and since they 
give up their energy at the end of their journey the 
effect can be localized with remarkable accuracy. 
They can be used to destroy a limited volume of 
tissues such as the hypophysis. Of these newer 
methods of radiotherapy only supervoltage therapy, 
whether by x or gamma rays, and treatment with 
radioactive isotopes have yet come into routine use, 
though it is possible that the electron beam therapy 
of cancer may come into common use in the not too 
distant future. 


— 


GASTRO-ENTERITIS OF INFANTS 


Forty years ago, when the earliest infant welfare 
clinics were being set up in London, deaths of babies 
from gastro-enteritis were so common as to be one 
of the principal risks to which the newborn child was 
exposed. In areas where poverty, poor housing, and 
malnutrition still go hand in hand with ignorance this 
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scourge continues, and the house-physician at the 
hospital learns to deal with feeble, marasmic, 
dehydrated infants admitted with gastro-enteritis. 
T. Anderson and his colleagues' have described all 
too clearly such infants from the viewpoint of the 
admitting hospital, but the general practitioner who 
has to treat such cases in filth and squalor could 
contribute another side to the picture. This then is 
gastro-enteritis of infants, a disease which has always 
been associated with poor hygiene in the handling 
of babies and for which a variety of agents, bacterial, 
viral, and protozoal, have been blamed. On the other 
hand, there is what has come to be called epidemic 
diarrhoea of the newborn. In a recent paper D. C. 
Greene and R. M. Albrecht? say that this condition 
has been known to exist in New York since 1935, but 
in fact clinicians have known for many years the 
apparently mild diarrhoea occurring in the nursery of 
a maternity ward which spreads from case to case. 
eventually causing severe illness and death among 
so many infants. This quiet onset followed by such 
severe later cases has always suggested an infective 
agent whose virulence was enhanced by passage from 
infant to infant. From time to time epidemics have 
been reported in which the cause was found to be 
one of the usual faecal pathogens or a protozoan, 
such as Giardia lamblia, and more recently the 
role of Staphylococcus pyogenes has been made 
clearer with increasing knowledge of enterotoxic 
strains. In 1945 J. Bray® described the association 
of epidemic diarrhoea of the newborn with the excre- 
tion of a particular strain of coliform bacillus, though 
at that time he felt it was possibly symbiotic with 
a virus. This organism showed certain cultural 
characteristics which separated it from the usual 
strains of Escherichia coli, and antisera were prepared 
from it. Later C. Giles and G. Sangster* found 
another strain of coliform organism from an 
epidemic in Aberdeen. In 1949 J. Taylor, B. W. 
Powell, and J. Wright’ reported the presence of 
Bact. coli D433 in certain groups of cases of 
infantile diarrhoea and vomiting, and J. Smith* 
isolated the Aberdeen strain and an organism similar 
to Bray’s from other cases. Later F. Kauffman 
gave the number I11 to the O antigen of one 
of these strains. It is this organism which has 
subsequently been reported as causing the most 
serious neonatal infections. It is of interest, however, 
that Bray’s original cases did not include babies in 
the neonatal period, and it is not quite clear from the 
published descriptions whether any of his organisms 
were O.111. The isolation of this strain and some 
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others from infants with severe gastro-enteritis has 
been subsequently reported from many sources, and 
of the many detailed studies of these organisms those 
of J. Taylor’ and R. E. Charter* give a full account 
of their serological and cultural characteristics. The 
detailed investigations of Scott Thomson® into the 
numbers of this organism present in different parts 
of the gut have shown that EF. coli O.111 can be 
recovered in considerable quantity far higher up the 
gut than coliform bacteria are normally found. On 
the other hand, complete proof of the production of 
the disease by E. coliO.111 is of necessity lacking. Epi- 
demiological studies such as those of Anderson and 
Crockatt are certainly suggestive, but do not fully 
prove more than the association of the organism with 
this type of case. These workers discuss in detail 
the prevention of cross-infection between different 
babies, and come to the unexpected conclusion that 
careful nursing does little to prevent infection of 
babies who have to remain over two weeks in 
hospital. It is here that gastro-enteritis in babies 
under | year shows itself to be distinct from epidemic 
diarrhoea of the newborn. There is no question that 
in the home careful attention to hygiene, particularly 
in relation to feeding, will prevent the occurrence of 
gastro-enteritis, whereas in hospital with much better 
facilities and trained staff it is difficult to control the 
spread of infection from baby to baby. Is there, in 
fact, one disease, or are the bacteriological findings 
the response of the gut to disturbance at a time when 
its normal flora is not fully established ? The bowel 
at all ages is peculiarly sensitive to disorder when its 
normal bacterial content is upset, as was evident 
during the war when men were suddenly transported 
to a tropical climate ; and the colonization of the 
gut of patients convalescent from dysentery by 
paracolon bacilli shows how an organism can be 
associated with a particular state without being 
pathogenic. Perhaps in this lies the explanation of 
this puzzling group of disorders rather than in any 
single bacterial agent. Before the development of the 
newer antibiotics the treatment and control of all 
types of gastro-enteritis were largely a matter of 
hygiene, with fluid replacement as the best therapy 
and breast-feeding as the best prophylactic. 

While fluid replacement is still a necessary part 
of treatment the administration of antibiotics is 
indispensable, and, whatever the mechanism by which 
cure is effected, these drugs will certainly eliminate 
E. coli 0.111 from the gut. While the sulphonamides 
have had some success in treatment, chloramphenicol, 
though dangerous in some respects, has proved bene- 
ficial in the treatment of these babies. There is now, 
however, wide agreement that neomycin will eradi- 
cate E. coli O.111 from the gut and not only provide 
clinical cure of the individual baby but control an 
epidemic if administered prophylactically to other 
babies in the nursery. But prophylactic administra- 
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tion should be limited to babies at risk in an epidemic, 
because the establishment of a normal gut flora at an 
early stage is of great importance to the developing 
infant. 


HORMONES AND CANCER 

The discovery that endocrine substances influence 
malignant disease of the breast and prostate opened 
a new chapter in cancer research. The complex 
problem which confronts us has been neatly ex- 
pressed by P. M. F. Bishop’: “ Do hormones cause 
cancer ; and do hormones cure cancer?” Until 1945 
attention was centred mainly on the gonads. The 
beneficial effect of oophorectomy on carcinoma of the 
breast and of castration on carcinoma of the prostate 
has long been known’ * and led to the trial of testo- 
sterone in breast cancer by A. A. Loeser® in 1938 and 
P. Ulrich*® in 1939 and of stilboestrol in prostatic 
cancer by C. Huggins in 1941.” In 1945 Huggins 
and W. W. Scott* pointed out that carcinoma of the 
prostate was not controlled in all cases by castration 
and oestrogen therapy, and that relapses often 
occurred. This finding suggested that adrenal 
androgens might also be concerned in stimulating 
the activity of the growth. They therefore tried the 
effect of total adrenalectomy. Their initial attempts 
were largely unsuccessful, but, with the advent of 
cortisone, Huggins and D. M. Bergenstal’ *® estab- 
lished this operation as a practical procedure for 
disseminated cancer of the prostate and breast, and 
Sir Stanford Cade"! '* concluded that total adrenal- 
ectomy was the most effective treatment yet available 
for disseminated cancer of the breast. He obtained 
varying degrees of symptomatic relief in about 60% 
of cases and disappearance of the primary growth 
and metastases in about 30%. In the past three 
years attention has spread to the pituitary gland. 
M. Perrault'® and R. Luft and H. Olivecrona’* have 
introduced hypophysectomy into the treatment of such 
cases. 

The mechanism by which hormones induce or 


inhibit cancer is still largely obscure. Huggins* 
introduced the concept of “ hormone-dependent ” 
and “hormone-independent” tumours. In many 


cases prostatic cancer is inhibited by “ anti-andro- 
genic” therapy, in the form of castration and oestro- 
gen therapy; in others cellular proliferation is un- 
affected. In the same way certain carcinomata of 
the prostate and breast are responsive to adrenal- 
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ectomy or hypophysectomy, while others are resis- 
tant.'' The effects of adrenalectomy are presumably 
due to the elimination of sex hormones. Tumours 
continue to regress after adrenalectomy even though 
the patients are maintained on cortisone. Work on 
experimental animals suggests that adrenalectomy 
has some additional and unknown effect in inhibit- 
ing tumour growth.'” The efiects of sex hormones 
on cancer of the breast are to some extent paradoxi- 
cal. Odcestrogens are carcinogenic, at least in animals. 
Women whose menopause occurs late are more prone 
to develop carcinoma, possibly as a result of the 
longer duration cf oestrogenic activity. The bio- 
logical effects of oestrogens are proliferative rather 
than inhibitory. Yet oestrogen therapy is of benefit 
in the treatment of advanced cancer of the breast in 
post-menopausal women, whereas before the meno- 
pause androgenic therapy is more effective. This has 
suggested that the therapeutic action of sex hormones 
may be to alter the internal endocrine environment. ' 
The nature of the pituitary influence is still more 
obscure. Two years ago we reviewed'’ a series of 
experiments in which the prolonged administration 
of growth hormone to one particular strain of rats 
led to an increased incidence of neoplasia in the 
adrenal glands and gonads and also in the pul- 
monary and lymphatic tissues. Removal of the 
pituitary gland prevented both the spontaneous 
appearance of tumours and their development in 
response to the subsequent administration of growth 
hormone or of other carcinogens. E. F. Scowen and 
Geoffrey Hadfield'* have studied the interrelationships 
between gonadotrophins and oestrogens. They have 
found that breast tumours are most likely to regress 
when production of oestrogens is diminished and cut- 
put of gonadotrophin in the urine is increased, as will 
result from castration, but these conditions are not 
obligatory. Regression may also follow adrenal- 
ectomy in patients in whom there is little or no 
Oestrogenic activity before operation, and may occur 
without alteration in output of either oestrogen or 
gonadotrophin. These authors have also isolated a 
“ mammotrophic factor from human urine. Pro- 
fessor Hadfield reports further work on this factor 
at page 94 of the Journal this week. It is extracted 
from urine by the same method as is used for the 
extraction of gonadotrophins, but its unexpected find- 
ing at an early stage in the extraction process in the 
previously discarded phosphatic deposit is a promising 
discovery. Extracts obtained from normal pre- 
menopausal women powerfully stimulate prolifera- 
tion of the duct system in the breast of the 
weanling mouse. The mammotrophic factor has no 
oestrogenic activity and is not found in the urine after 
hypophysectomy.'* It may be identical with pro- 
lactin. In this respect it is of interest that the 
hereditary tendency of certain mice to develop spon- 
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taneous mammary cancer has been shown to be 
handed down to the offspring in the maternal milk."’ 
Unfortunately there is not yet any method of deter- 
mining before operation whether or not a tumour is 
hormone-dependent, but Professor Hadfield’s work 
gives promise that simpler and more sensitive methods 
of estimating hormones in urine and blood will be 
developed to help the surgeon. Such knowledge as we 
now possess is largely confined to carcinoma of the 
breast and prostate ; and all we can say at present Is 
that the rate of growth of cancer at these two sites is 
to some extent determined by the influence of the 
endocrine system on the internal environment 


METABOLISM AND HALLUCINATIONS 


Human behaviour is compounded of only a few re- 
sponses. We laugh, get angry, fall asleep—and who, 
seeing a sleeping man, can deduce whether it is physical 
fatigue or mental boredom, a full stomach, or a barbitu- 
rate which brought about the unconscious state? The 
major epileptic fit is a final common response of the brain 
to electric shock, poisons, circulatory disturbance, tumour, 
scars, and a dozen other causes. The fit does not reveal 
the abnormality in the patient. And so with haliucina- 
tions —they are a symptom common to diverse conditions. 
The schizophrenic often hears voices, but so may the 
manic-depressive and the temporal-lobe epileptic. Cere- 
bral tumours may provoke visual, olfactory, or auditory 
hallucinations according to their anatomical site, while 
the alcoholic sees pink rats and the patient in high 
fever converses with dead relatives. A few drugs, such 
as mescaline and lysergic acid diethylamide, regularly 
produce hallucinations. But the psychiatrist cannot 
deduce from hallucinations the cause of the patient's 
illness, and aetiological inquiry in psychiatry too often 
ends in psychodynamic speculation or physiological 
ignorance. The psychiatrist cannot satisfactorily explain 
why the psychotic patient is hallucinated, nor why his 
hallucinations come and go—and come again. Nor 
are there yet any specific drugs to suppress hallucina- 
tions as there are to suppress fits, or abolish insomnia, 
or diminish anxiety, excitement, or depression. Yet 
such symptomatic treatment of hallucinations would 
ease the life of the mental patients tortured and dis- 
tracted by their voices, and might help them to greater 
independence. 

The remedy may lie in two directions. One is the 
study of the physiological conditions which make 
hallucinations possible, by examining patients physic- 
ally in various ways during their illness. This kind of 
clinical research is now firmly established in general 
medicine, but has hardly entered psychiatry so far. A 
recent report from one of the psychiatric pioneers’ 
serves to demonstrate the method. Continuous 
measurements of blood pressure, capillary blood 
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§ Peretz, D. 1., Smythies, J. R., and Gibson, W. C., J. ment. Sci., 1955, 101. 
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oxygenation, skin temperature, and gas tensions of 
alveolar air were made on an elderly woman who could 
signal whenever her voices spoke to her. The results 
suggested that mild impairment of circulation heralded 
the onset of hallucinations, which were always absent 
at high pulse pressure but became louder as the systolic- 
diastolic difference fell. Here, control of hallucinations 
might be possible with drugs acting on the cardio- 
vascular system. In other patients other factors might 
be more important, which only investigation can dis- 
close. Since the causes of hallucination are many, 
individuals may differ physiologically in this respect. 
The other remedy takes advantage of the existence of 
hallucinogenic drugs to define the chemical essentials 
of a hallucinogen? and the nature of its biochemical 
attack, in the hopes of being led thereby to anti-hallu- 
cinogens which may be beneficial to psychotics. Nor- 
adrenaline and 5-hydroxytryptamine occur in parts of 
the brain, and so does amine oxidase, the enzyme which 
destroys them. Mescaline inhibits amine oxidase, and 
lysergic acid diethylamide antagonizes 5-hydroxytrypt- 
amine. Experiments on human subjects by Mr. R. 
Rodnight and Professor H. Mcllwain, reported at page 
108 of the Journal this week, have shown that lysergic 
acid diethyl amide and 5-hydroxytryptamine interact in 
man, though these workers state that the possible rela- 
tion of the reaction to mental phenomena remains to be 
investigated. Meanwhile “ frenquel,” or a-(4-piperidyl)- 
benzhydrol hydrochloride, chemically a distant relative 
of the hemlock alkaloids and of dyes like gentian violet, 
is undergoing trial as an anti-hallucinogen: it blocks 
the action of mescaline and lysergic acid diethylamide 
experimentally, and sometimes abolishes schizophrenic 
hallucinations.* In the past the ambitious aim of 
“curing ” schizophrenia has been adopted, and without 
much success. More modest aims, the alleviation of 
psychiatric symptoms by drugs, may soon be achieved. 


PROBLEM FAMILIES 

The numerous studies of problem families made since 
the war have pointed to the conclusion that the main 
causes are intrinsic rather than extrinsic. Some families, 
in spite of the cruellest misfortune, manage to maintain 
their “independence in society, with or without the 
statutory aid that is due to them, while others because 
of their inherent weaknesses fail to support themselves 
or to care properly for their children even when every 
help is given them. If the nature of the inherent defects 
could be discovered, some attempt might be made to 
remedy them, or, if that is impossible, at least to mini- 
mize their effects. 

Dr. Mary Sheridan, in a valuable study reported in 
this issue of the Journal at p. 91, throws light on one 
important cause. She found that the mean intelligence 
quotient in a group of mothers convicted in court of 
child neglect was well below that of the normal popula- 
tion. No fewer that 70% were found to be dull and 
backward or worse on the Terman—Merrill scale. That 
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this may also be true of the fathers was shown by 
P. Ford, C. J. Thomas, and E. T. Ashton® in a study 
from Southampton. Again, mental illness other than 
mental backwardness and defect is unduly frequent in 
this type of family. C. H. Wright® in a recent paper 
reported that in 100 problem families there were seven 
epileptics among the parents, eleven other parents known 
to the mental health department, and in addition four 
certified mental defectives. 

While mental weaknesses of this sort are present when 
the two future problem parents marry, it is usually not 
until several children have been born that the mother 
is overwhelmed and the family comes to the notice of 
the authorities because of gross child neglect, truancy, 
or delinquency. By this time one or both of the parents 
have lost the will to cope with life, to keep out of debt, 
to hold down a job, and to keep the home and the 
children reasonably clean. Piecemeal treatment at this 
stage is usually of no avail. The provision of a bed 
and bedding, even the provision of a new house or job, 
though sometimes helpful, may do no more than provide 
a temporary amelioration, when what is needed is the 
restoration of the desire to overcome difficulties and to 
conform at least to the minimum standards of behaviour 
required by the law. It is on this principle that the 
Family Service Units’ have worked, and they have 
achieved some remarkable successes in the rehabilita- 
tion of problem families. By offering friendship and 
by making each step towards rehabilitation a joint one 
in which the client as well as the caseworker participates, 
they have in many cases succeeded in replacing apathy 
by the desire and the ability to cope again. 

Dr. R. C. Wofinden® reports another interesting social 
experiment being tried in Bristol. Problem families tend 
to “ agglutinate ” in the poorest parts of our cities, and 
they thus miss the reforming stimulus that residence in 
a better neighbourhood might bring. In Bristol these 
families are being seeded out into reconditioned pro- 
perty scattered through the city which has been handed 
over to the welfare services department, whose officers 
visit the families weekly for close supervision and rent 
collection. In Rotterdam an opposite policy is being 
tried. Here the socially unsatisfactory families are 
moved into a special suburban estate set aside for them. 
A cultural centre provides various services including 
clinics, lessons in sewing and cookery, a meeting hall 
with a stage, and a refreshment bar. Through the centre, 
and with the help of a small staff of five social workers, 
the teaching of community life is helped. It is claimed 
that problem families learn in this way to fit into normal 
life again. Since the experiment began, some 60 such 
families have been set on their feet once more and found 
accommodation in other parts of Rotterdam. 

By means of these various approaches much successful 
remedial work is being accomplished which will help to 
arrest the transmission of this disease to the next genera- 
tion. That it is indeed transmissible is shown by Dr. 
Wright, who found that, of 39 marriages contracted by 
the older children of problem families which were under 
observation, only nine were known or supposed to be 
satisfactory. Sixteen were unsatisfactory and five had 
already broken down. If problem families could be 
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diagnosed at an earlier stage by the local health authority 
when the birth of the first or second child is notified, 
possibly more successful efforts at prevention could be 
made. These would include the sort of training in home- 
craft that is now offered to unsatisfactory mothers in resi- 
dential hostels such as those at Brentwood, Spofforth, and 
the Mayflower home. 


RESPIRATORY INFECTIONS IN PRACTICE 
For most general practitioners the New Year brings a 
burden of extra work resulting largely from respiratory 
infections, including influenza. Treating these acute in- 
fections in the home is not easy, and it becomes more 
difficult as more types of pneumonia become known and 
as more antibiotics are introduced for their treatment 
Students and general practitioners are being constantly 
exhorted to make an accurate diagnosis before starting 
treatment and to avoid unnecessary antibiotic therapy, 
but the family doctor, in seeking to comply with this 
advice, has some very real problems to face. When 
called to a patient with an acute respiratory infection he 
must first attempt correct diagnosis by simple clinical 
methods: in more difficult cases he has to make up his 
mind whether further investigations or transfer to hospi- 
tal are needed ; and he must decide whether antibiotics 
are indicated and must choose the right antibiotic. The 
practical issues arising from these problems were out- 
lined in a recent issue of the Journal by Dr. A. Batty 
Shaw and Dr. John Fry,' who gave an account of eighty 
patients with acute respiratory disease treated in general 
practice. All the patients were fully investigated in their 
own homes while remaining under the care of their 
own family doctors. Radiography, blood examination, 
sputum testing, and virus assay of the serum were done 
on all patients, and the value of each test in guiding treat- 
ment was assessed. Radiography proved to be the most 
informative investigation in confirming the clinical diag- 
nosis of pneumonia, The other investigations were re- 
markably unhelpful. It was possible to find a specific 
bacterial cause for the infection in less than one-fifth of 
the patients, and even when positive the results became 
known only after decisions about treatment had been 
reached—treatment which in most cases proved effective. 
Blood examination was of little or no value, and, although 
the serological investigations disclosed a high proportion 
of viral infections, the results were not available in time 
to influence treatment. The findings of this important 
survey have confirmed that in the diagnosis and treat- 
ment of acute respiratory infections in general practice 
simple clinical methods give good results. Domiciliary 
radiography is helpful in some cases and might be made 
more readily available in future. A decision about anti- 
biotics cannot be made according to fixed rules, but each 
case must be considered on its own merits. Antibiotics 
are probably needed in those patients who are more 
severely ill, those with a high fever, and those with signs 
of pulmonary consolidation. Penicillin and sulphon- 
amides, given separately or together, are the safest and 
most reliable drugs. Failure to respond to this treat- 
ment should lead to a careful reassessment of the patient 
rather than to a rapid series of changes from one anti- 
biotic to another. 


~~ 9$haw, A. Batty, and Pry, John, British Medical Journal, 1955, 2, 1577. 
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NARCOTIC CONTROL 


“The purpose of the international conventions on 
narcotic drugs is as far as possible to eliminate the 
improper use of these substances and illicit traffic 
therein.” This is how the Permanent Central Opium 
Board describes its task in the report' of its work in 
1955 to the Economic and Social Council of United 
Nations. Accurate information supplied to the Board 
by Governments on the licit dealings in narcotic drugs 
shows that there is practically no diversion of narcotic 
drugs from licit into illicit traffic, “ which is mainly 
supplied from clandestine production.” While addic- 
tion to morphine, cocaine, and heroin is serious enough 
it pales in comparison with addiction to opium, canna- 
bis, and coca leaves. As the report states, there are 
millions of addicts to opium, especially in Asia. From 
the illicit traffic in opium come the supplies for those 
clandestine laboratories “ which manufacture almost all 
the morphine and diacetylmorphine used by drug 
addicts.” This, once more, shows how futile would be 
the ban on the manufacture of heroin in this country 
in so far as its effect on addiction is concerned. 
Millions of people consume cannabis (hashish, bhang, 
marihuana, etc.), and millions in South America chew 
coca leaves, a habit it is now agreed to describe as a 
form of drug addiction. But opium tops the list. So 
far control of the source would seem to have been 
peculiarly ineffective. For example, the Minister of 
Health for Iran, where there is a State monopoly of 
opium, declared in August, 1955, that there were in 
that country one and a half million opium addicts, that 
this addiction each year caused some 5,000 suicides, the 
premature death of about 100,000, and the destitution of 
some 50,000 children. State monopoly having failed in 
Iran, the Iranian Government took the drastic step in 
October of last year of completely banning the cultiva- 
tion of the opium poppy. The effects of this will be 
watched with the greatest of interest. It is apparently 
very easy for the growers of the opium poppy to keep 
back a lot of their opium harvest. In Turkey, we are 
informed, there are some 20,000 opium-poppy fields, and 
it would need some 20,000 policemen to make sure that 
no opium from these poppies found its way into the 
illicit market. But hashish seems to be much more popu- 
lar than opium as a drug of addiction in Turkey. One 
interesting trend noted in the report is the continuous 
rise in the consumption of codeine, accounting now for 
some 80% to 90% of the morphine manufactured. In 
1935 world consumption of codeine amounted to 18 
tons, and in 1954 it was 68 tons, but the medicinal use 
of morphine is much less than before the war. 

The current report of the Opium Board is full of 
interesting facts and figures, and provides a faithful 
account of its stewardship of the International Con- 
ventions on Narcotic Drugs. But in relation to the 
recent controversy on the banning of heroin in Britain 
the report once more by the force of facts drives home 
the old contention that the answer to the control of the 
illegal traffic lies in the control of the source of the 
drug—the poppy field. 


1 United Nations. Geneva, 1955. E OBI. Price Ss. 
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| ** The control of the severe usually unproductive cough 
associated with tumours on the lungs and bronchi is a . 
dithcult therapeutic problem, for which hitherto, at least in 

this country, opiates including heroin have often been used. 
But American physicians have used alternatives for this 
purpose. Increasing interest is being shown in the anti- 
tussive properties of some of the new synthetic narcotics, | 
especially in levorphan congeners such as dextrorphan | 


and dextromethorphan.’ 
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The three constituents of 
*Franol’ combine to give 
effective symptomatic relief in 
chronic bronchitis which is so 
often given the diagnostic 
label of “asthma and bronchitis”. 
I he theophy lline and 

ephedrine help to control the 
cough by their antispasmodic action 
and to relax the bronchial 
musculature. The *Luminal’ brings 
undisturbed rest at night and 

° relieves the feeling of 
tenseness and anxicty which 


often attends these conditions. 
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PAROXYSMAL TACHYCARDIA 


GRAHAM HAYWARD, M.D., F.R.C.P. 
Physician, National Heart Hospital 


Paroxysmal tachycardia is a condition characterized by 
attacks of rapid beating of the heart; the onset is 
sudden, the duration is usually short, but occasionally 
lasts days or weeks, and the rate of the heart is between 
140 and 240 a minute. There are four different types 
of paroxysm: (1) supraventricular or auricular tachy- 
cardia, due to a rapid regular succession of ectopic beats 
arising from a focus in the auricle or auriculoventricular 
node ; (2) ventricular tachycardia, with an irritable focus 
in the ventricle and a rapid succession of ventricular 
ectopic beats; (3) auricular fibrillation, with rapid 
irregular ‘response of the ventricle; and (4) auricular 
flutter, usually with 2:1 block so that the ventricle 
responds to every second stimulus reaching it from the 
auricle. The recognition of the different types of 
paroxysm is important, as their prognosis and treatment 
vary. The nature of the attack may often be decided by 
ordinary clinical methods of examination, but electro- 
cardiographic confirmation is advisable when possible, 
particularly in long-lasting attacks, in attacks occurring 
in patients with evidence of organic heart disease, or if 
the attacks began after the age of 50, when they may 
be a manifestation of coronary artery disease. The 
commonest are supraventricular (auricular) tachycardia 
(60% of cases) and auricular fibrillation (30%), while 
auricular flutter (6%) and ventricular tachycardia (4%) 
are infrequent.* 


Aetiology 


Paroxysmal tachycardia occurs most commonly between 
the ages of 20 and 40, in patients with normal hearts or in 
association with rheumatic heart disease or hyperthyroidism. 
The onset of attacks in older patients is usually due to 
the presence of ischaemic or hypertensive heart disease. 
Attacks are rare in infancy or childhood, are usually supra- 
ventricular in type, but they are serious when they do occur, 
as there may be an unusually rapid ventricular rate of 
250-300 a minute. 

Nearly two-thirds of the patients with paroxysms of 
supraventricular tachycardia have no organic heart disease ; 
the remainder have rheumatic or ischaemic heart disease. 
In contrast, over 80% of patients with ventricular tachy- 
cardia have serious heart disease, either recent cardiac infarc- 
tion or severe congestive failure. Paroxysmal auricular 
fibrillation is commonly caused by hyperthyroidism or 
rheumatic or ischaemic heart disease; less than one-sixth 
of the cases occur in patients without evidence of heart 
disease. In this last group the attacks are sometimes preci- 
pitated by severe acute infections. Only one-tenth of the 
patients with paroxysmal flutter have normal hearts; in 
most cases there are signs of rheumatic, hypertensive, and 
ischaemic heart disease or occasionally of hyperthyroidism. 
Paroxysmal tachycardia, usually auricular flutter or fibrilla- 
tion, may occur as an early manifestation of a bronchial 
carcinoma : it is then caused by irritation or infiltration of 
the auricular muscle. 


Symptoms 
The chief symptom of an attack is palpitation, the patient 
being conscious of the exact moment at which the heart 


*Campbell, M., Lancet, 1947, 2, 641. 


rate increased. The end of the attack may be equally 
abrupt, although not infrequently the attack may seem to 
pass away gradually or is found to have stopped when 
the patient wakens from sleep. Other symptoms at the 
beginning of the attacks are variable and depend to a 
larger extent on the rate of the heart and the mental 
make-up of the patient. Dizziness, a feeling of tightness 
in the chest, faintness, or actual syncope may occur, and the 
symptoms of anxiety may be added. Later symptoms in 
the attacks depend largely on the health of the heart muscle 
and the duration of the paroxysm. Even in a normal 
heart a long attack may cause alarming symptoms and signs 
of congestive failure, although these disappear rapidly when 
the attack stops. Anginal pain during an attack does not 
mean that cardiac infarction has occurred, and it should 
be remembered that the tachycardia itself may cause depres- 
sion of the ST segment or flattening of inversion of the T 
wave in the electrocardiogram which may persist for several 
days after the attack has stopped. The rate of the heart 
during a paroxysm is between 140 and 240 a minute, in most 
cases between 160 and 200, and remains constant. The 
rhythm, except in attacks of auricular fibrillation, is regular. 

It is often impossible to assess the state of the heart by 
examination during an attack : the tachycardia itself may 
make the heart appear to be enlarged on clinical examina- 
tion; heart murmurs cannot be heard or timed owing to 
the rapid rate; and the blood pressure commonly falls 
because the shortened diastolic pause allows insufficient time 
for proper ventricular filling and the cardiac output falls. 
It is only by examination between attacks that it is possible 
to decide whether or not heart disease is present. 


Diagnosis 

The essential feature in making a diagnosis of paroxysmal 
tachycardia is the abrupt onset of the attacks, The change 
from normal rhythm occurs within one heart beat and 
the patient is conscious of the exact moment at which an 
attack starts. If the change in heart rate occurs more 
slowly, over the course of 15-30 seconds or longer, a 
diagnosis of paroxysmal tachycardia should not be made. 
It is helpful also to get the patient to tap out with his 
finger the rate and rhythm of the heart during an attack, as 
slow but forceful beating of the heart, described as palpita- 
tion, may sometimes be confused with true paroxysmal 
tachycardia. 

The next stage in diagnosis is to establish the nature of 
the paroxysm, for treatment may be more effectively planned 
if this is known. Paroxysmal auricular fibrillation may 
be distinguished by the rapid irregular beating of the heart, 
whereas in the other varieties the rhythm is regular, except 
in some paroxysms of auricular flutter, when there may be 
a rapid variation in the degree of block. The clinical 
features which may enable differentiation of the regular 
tachycardias are the age at the onset of the attack, the rate, 
the presence or absence of underlying heart disease, the 
response to carotid sinus pressure, and inspection of the 
neck veins. 

Age.—Attacks starting under the age of 40 are most com- 
monly due to supraventricular tachycardia, while auricular 
flutter or ventricular tachycardia are commoner over the 
age of 50. 

Rate.—In supraventricular tachycardia the rate is between 
160 and 220, commonly 180 to 200, a minute and does not 
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vary trom minute to minute during the attacks. In ventri- 
cular tachycardia the rate is within the same limits but ts 
less constant, the heart sometimes quickening or slowing 
within this range. In auricular flutter there is usually 2:1 
block and the ventricular rate is usually 140-150 a minute, 
slower than in either of the other varieties of regular 
tachycardia. 

Underlying Heart Disease——Supraventricular tachycardia 
occurs most commonly in patients without any organic heart 
disease, and a paroxysm in such a patient is most likely 
to be due to this cause. Ventricular tachycardia is rare 
except in patients with obvious and serious heart disease 
such as congestive failure or recent cardiac infarction, and 
an attack in such a patient should be presumed to be of 
this nature unless cardiographic evidence to the contrary is 
available. In auricular flutter heart disease is usually present, 
but this is generally less serious than that associated with 
ventricular tachycardia, and the slower rate should enable 
the differentiation to be made. 

Response to Carotid Sinus Pressure.—In supraventricular 
tachycardia carotid sinus pressure will either stop the attack 
abruptly or have no effect on the rate. In auricular flutter 
it may cause temporary irregularity of the heart or sudden 
slowing of the heart, but on release of pressure the heart 
returns to its original rate of beating. It has no effect at all 
on the rate in ventricular tachycardia. The carotid sinus ts 
situated at the bifurcation of the common carotid artery 
at the level of the upper border of the thyroid cartilage, 
and pressure should be applied over it for about 15-20 
seconds, first on the right side and then on the left (but nor 
on both sides simultaneously). The patient should be sitting, 
with the head supported and the neck muscles relaxed, the 
head being slightly rotated to the opposite side to that on 
which pressure is being applied. The manceuvre is best 
avoided in the elderly arteriosclerotic patient. In some cases 
gentle stroking of the carotid sinus is more effective than 
sustained pressure. 

Venous Pulsation in the Neck.—The neck veins should be 
inspected with the patient lying as flat as is comfortable, 
so that the veins are distended. In some cases of auricular 
flutter the rapid flutter waves can be seen at the root of 
the neck, with a rate of 280-300 a minute. 


Complications and Prognosis 

The significance of anginal pain and congestive failure has 
been discussed above. Failure coming on late in a long 
attack is far less significant than failure which appears 
soon after the onset. Arterial emboli may be liberated in 
patients with mitral stenosis, and the fall in cardiac output 
with an excessively fast rate, coupled with other factors such 
as anaemia or infection, may be responsible for the occa- 
sional occurrence of venous thrombosis and pulmonary 
embolism. 

The immediate prognosis is excellent in nearly all cases, 
whether or not heart disease is present, and this provides 
good reason for the confident reassurance which should be 
given to patients during an attack. The. exceptions to this 
good prognosis are those attacks of paroxysmal ventricular 
tachycardia which occur after cardiac infarction in patients 
already severely ill with congestive failure, and the rare 
attacks in infants when the unusually rapid ventricular rate 
may cause syncope or heart failure. The long-term prog- 
nosis depends on the state of the heart between the attacks. 
There is no evidence that even frequently recurring 
paroxysms occurring with a normal heart cause any per- 
manent damage to the heart or shorten life. 


Supraventricular Tachycardia 


Supraventricular tachycardia is in nearly all cases a benign 
condition, even though in children or in attacks with a very 
rapid ventricular rate syncope or congestive failure may be 
alarming. It is therefore rarely necessary to use powerful 
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drugs which may produce unpleasant side-effects. In many 
cases the patient will have himself discovered some way 
of stopping the attack, such as a change in posture, putting 
the head between the knees, taking a full inspiration and 
then attempting to expire forcefully with the glottis closed, 
drinking iced water, or by self-induced vomiting. If these 
manceuvres have been unsuccessful carotid sinus pressure as 
described previously or eyeball pressure enough to cause 

pain should be tried. 

If the attack persists and the patient is not unduly dis- 
tressed a sedative such as butobarbitone, 3-44 gr. (0.2-0.3 g.), 
should be given; it will be found in many cases that the 
attack has stopped when the patient wakes. In those cases 
where the attack persists for longer than 24 hours, or if 
distressing symptoms or signs of congestive failure have 
occurred, digitalis is the drug of choice. It should be given 
as digoxin, | mg. by mouth followed by 0.5 mg. six hours 
later. If a more rapid action is needed the initial dose 
may be given by slow intravenous injection, provided the 
patient has not previously been receiving digitalis ; but this 
should rarely be necessary. Quinidine is less effective than 
digitalis in the treatment of paroxysmal supraventricular 
tachycardia, but it may be tried, giving 5 gr. (0.32 g.) two- 
hourly by mouth to a total dose of 30 gr. (2 g.). Drugs 
which act by causing powerful vagal stimulation will often 
stop attacks, but they rarely need to be used and the side- 
effects are unpleasant. The best is methacholine chloride, 
20 mg. subcutaneously. A syringe containing atropine sul- 
phate, 1/50 gr. (1.3 mg.), should be prepared so that if the 
methacholine causes colic, diarrhoea, vomiting, or collapse, 
the atropine can be injected intravenously immediately. If 
methacholine fails to stop the attacks carotid-sinus pressure 
should again be tried, as the sinus may now be more 
sensitive. 

Digitalis is the most useful drug for the treatment of 
paroxysms in infants, quinidine, carotid-sinus stimulation, 
and the vagal stimulants such as methacholine being usually 
ineffective. For babies under 15 lb. (6.8 kg.) in weight 
tincture of digitalis, 2 min. (0.1 ml.) six-hourly for up to 
four days, should be given. For older children 0.125 to 
0.25 mg. of digoxin initially and repeated in six hours is 
usually effective. 

The prevention of these attacks is often difficult. In those 
patients in whom emotional disturbances precipitate attacks 
the regular use of phenobarbitone may abolish or lengthen 
the interval between them. Quinidine is the best drug for 
prophylaxis (quinidine sulphate, 5 gr. (0.32 g.) twice or three 
times a day), and its administration should be continued for 
several months. Rarely, attacks will recur with such fre- 
quency or severity as to incapacitate the patient, and in these 
cases the use of thiouracil drugs should be considered. If a 
state of mild hypothyroidism is induced the attacks often 
stop, and if treatment is carried out for three to six months 
and then discontinued the attacks may not recur. Methyl- 
thiouracil, 400 mg. daily, should be given at first, the dose 
being gradually reduced to a maintenance dose of 75-150 mg. 
daily, depending on the response. 


Paroxysmal Auricular Fibrillation 


Digitalis and quinidine are the two drugs which are useful 
in paroxysmal auricular fibrillation. If the ventricular rate 
is rapid (over 200 a minute) or if signs of congestive failure 
are present, digoxin should be given as described in the pre- 
vious section. The drug often stops the attacks, and the 
risk of it turning paroxysmal fibrillation into established 
fibrillation is small. If no serious symptoms are present, 
quinidine sulphate should be used’ (5 gr. (0.32 g.) two- 
hourly for six doses), and it is the most effective drug for 
the prevention of paroxysms (5 gr. (0.32 g.) twice or three 
times a day). In those cases with recurring paroxysms of 
auricular fibrillation particular attention should be paid to 
the thyroid gland, as paroxysmal fibrillation may be the first 
sign of an otherwise masked hyperthyroidism from a small 
nodular goitre. 
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Paroxysmal Auricular Flutter 


The drug of choice in paroxysmal auricular flutter is 
digitalis, which if given in full doses will either stop the 
attacks or convert the flutter to fibrillation, when the ventri- 
cular rate is more easily controlled. The ventricular rate is 
relatively slow in auricular flutter (140-150 a minute), so 
that there is usually no urgency in treatment. Digitalis leaf, 
2 gr. (0.13 g.) three times a day, should be given for two 
days, then 1 gr. (65 mg.) four times a day until the attack 
stops or the rhythm changes to auricular fibrillation ; the 
drug should then be stopped and the heart will usually revert 
to normal rhythm. These large doses may need to be 
continued until the patient shows signs of digitalis poisoning, 
such as nausea or vomiting. If digitalis fails to stop the 
attack it should be continued in a maintenance dose of 
4 gr. (32 mg.) three times a day and quinidine sulphate given 
as described previously. Quinidine slows the auricular rate, 
and the digitalis is given simultaneously to prevent the 
ventricle suddenly responding to every auricular stimulus 
with a rapid rate often of over 250 a minute. 


Paroxysmal Ventricular Tachycardia 
As over 80% of attacks of paroxysmal ventricular tachy- 
cardia occur in patients with serious heart disease, the rapid 
ventricular rate often causes heart failure or 
ischaemic pain, and it is particularly import- 


amide hydrochloride should be given intra- 
venously, initially 200 mg. slowly, followed 
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DANIEL McNAUGHTON’S SIGNATURE 


On January 20, 1843, Edward Drummond, private secretary 
to Sir Robert Peel, the Prime Minister, was walking along 
Whitehall towards Downing Street. Between the Admiralty 
and the Horse Guards headquarters. he was shot in the back 
by a man who mistook him for Peel. He died on the morn- 
ing of January 25. His assailant, who had an imaginary 
grudge against Peel, was arrested and taken to Gardiner’s 
Lane police staticn, where, according to The Times of Janu- 
ary 21, 1843, he gave his name as Daniel M'Naughten. The 
inquest on Drummond was reported in The Times of Janu- 
ary 27, which used the same spelling. 

The depositions of witnesses and others, taken imme- 
diately after the crime, and the coroner’s inquest report are 
preserved at the Public Record Office, London (Crim. 1/4). 
These documents without exception use the form 
McNaughton. Among them is a statement made before 
Mr. T. J. Hall, the Bow Street magistrate, by the prisoner 
on January 21 and signed by him : 


ant to try to stop the attack as soon as pos- Lit... 
sible. In cases of extreme urgency, procaine A 


by 100 mg. a minute until the attack stops 

or until a total dose of | g. has been given. A careful 
watch should be kept on the blood pressure during the 
administration of the drug, as it sometimes causes marked 
hypotension ; whenever possible it is wise to have electro- 
cardiographic control in case the drug causes conduction 
defects. If there is less urgency it is better to give the 
procaine amide by mouth, 1 g. (four tablets) initially, fol- 
lowed by 0.5 g. four-hourly for 24 hours. Quinidine is 
also sometimes effective in the treatment of the attack— 
5 gr. (0.32 g.) two-hourly to a total of 30 gr. (2 g.}—and it 
is the best drug for preventing attacks (5 gr. (0.32 g.) three 
times a day). Digitalis is contraindicated. If there is any 
doubt about the nature of an attack of paroxysmal tachy- 
cardia it is wise not to use digitalis until the exact diagnosis 
has been established by electrocardiography. 


Conclusion 


It should again be emphasized that the great majority of 
cases of paroxysmal tachycardia seen in practice are benign, 
particularly if the patient is young and there is no previous 
history of severe heart disease. Simple sedatives alone will 
stop many attacks, and the temptation to use in rapid suc- 
cession a number of powerful drugs, which often have 
unpleasant side-effects, should be resisted. 


Next article on Emergencies in General Practice.— 
“Sprains of the Limb Joints,” by Mr. J. L. P. James. 


Refresher Course Book.—Copies of the second volume of 
collected articles from the Refresher Course for General Practi- 
tioners are still available at 25s. (postage—inland Is. 6d., over- 
seas Is.) each. The first volume is now sold out. 

Clinical Pathology Bovk.—* Clinical Pathology in General 
Practice.” a collection of 39 articles on clinical pathology that 
appeared in the Journal as part of the Refresher Course for 
General Practitioners, is now available, price 21s. (postage—inland 
1s. 3d., overseas 9d.). 

Both these volumes are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
through any bookseller. 


This is the only document bearing McNaughton’s signature 
that can be traced, and unfortunately it fails to make clear 
just how McNaughton spelt his name. An authority at the 


-British Museum is of the opinion that this signature is 


“ Daniel McNaughtun”™; but experts at the Public Record 
Office, while agreeing that the penultimate letter resembles 
“u” rather than “o,” point out that it does not appear 
to be formed in the same way as the “u™ earlier in the 
signature. The form McNaughtun does not occur in the 
following authoritative works, all of which include 
McNaughton or McNaghtan, sometimes with as many as 
16 variants: H. Barber, British Family Names, London, 
1903 ; G. F. Black, Surnames of Scotland, New York. 1946; 
M. A. Lower, Patronymica Britannica, London, 1860; P. 
Woulfe, Irish Names and Surnames, 1923. It does not occur 
in the Glasgow registers of births and baptisms for the years 
1811 to 1815. Consequently the most likely spelling seems 
to be McNaughton. 

McNaughton’s trial at the Old Bailey began on March 3, 
1843. The indictment, now in the Old Bailey records, refers 
to Daniel MacNaughton. Among evidence submitted was a 
letter from the prisoner to his bank concerning a deposit 
of £750 made by him. In reprinting this letter, and in fact 
throughout the trial, The Times (March 4 et seq.) con- 
sistently used the spelling M'’Naughten. Evidence given by 
the prisoner's father, a Glasgow wood turner, showed that 
Daniel was illegitimate. He had been apprenticed to his 
father some years previously. After evidence of his in- 
sanity had been submitted, the jury found him not guilty of 
murder, and he was ordered to be detained during Her 
Majesty’s pleasure. The official report of the trial is pub- 
lished in Central Criminal Court Minutes of Evidence Taken 
in Shorthand by Henry Buckler, London, 1843, 17, 721; it 
uses the spelling M’Naughten. 

There was a debate in the House of Lords on March 13, 
1843, when the Lord Chancellor (Lord Lyndhurst) promised 
to obtain the views of the judges on the need for changing 
the law on crime and insanity. The questions put to the 
judges and their answers thereto are recorded in the Journals 
of the House of Lords, 1843, 75, 400-402 (June 19), which 
uses the form M‘Naughten. 


Registered at Bethlem 
After trial Daniel was committed to Newgate and on 
March 13 he was transferred to Bethlem, where, in the 


- 
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Criminal Patients Book, he is registered as McNaughton, 
aged 29 Information from Broadmoor indicates that he 
was born between March 26 and May 3, 1813, but recent 
inquiries on this point at the Scottish Register Office have 
been fruitless. (In 1813 registration of births was not com- 
pulsory ; the inquirer has to rely on parish registers, and an 
illegitimate birth may not have been registered.) 

In the minute book of the Bethlem Subcommittee there 
is an entry for March 17, 1843, as follows : “ The steward 
reported that Daniel McNaughton was rece.ved from New- 
gate on 13th March, 1843, and placed in the Criminal Lunatic 
Department pursuant to Her Majesty's Warrant and that he 
is in good bodily health.” The Case Book at Bethlem 
records that he was born in Scotland, was a turner, single, 
aged 29. Although he was admitted in 1843, the first report 
on his health is dated March. 21, 1854. It describes him 
as “a man of so retiring a disposition and so averse to 
conversation or notice of any kind that it is very difficult 
to glean from him any information as to his state of mind 
or the character of his delusions.” 

Subsequently reports appear at roughly monthly intervals, 
recording simply “no change” until January 1, 1863: “He 
complains very much of palpitation of the heart and at 
present is keeping to his bed.” February 4: “In much the 
same state.” Finally, on March 26, 1864: “An order has 
been received for his removal to the Broadmoor Asylum ” 
(Broadmoor had recently been opened for the care of 
criminal lunatics). The records there refer to Daniel 
McNaughten. He was aged 50 on admission and died there 
on May 3, 1865, aged 52. The death certificate gives his 
name as McNaughton and the cause of death as “ disease 
of the kidneys and heart.” An inquest was held on May 3, 
but no record of this has been traced at the Berkshire 
Records Office or elsewhere. 


Press Reports 


In commenting on the case, the Lancet in 1843 used the 
spelling M‘Naughten, but in 1904 it had changed to 
Macnaughton ; it now uses McNaughten. The Provincial 
Medical and Surgical Journal did not refer to the prisoner 
by name in 1843, but for a large number of years the 
British Medical Journal has favoured the spelling 
M‘Naghten. The authoritative Reports and Cases Decided 
in the House of Lords on Appeals and Writs of Error, by 
C. Clark and W. Finnelly, London, 1843-4, 10, 200, seems 
to have been responsible for introducing the form 
M‘Naghten. 

The Times of December 5, 1949, published a letter from 
Lord Justice Asquith, who referred to its use of the form 
McNaughten in reporting evidence given to the Royal Com- 
mission on Capital Punishment, and mentioned other 
variants. This provoked a reply (December 16, 1949) from 
Sir Ernest Gowers, chairman of the Royal Commission, who 
described his own researches on the subject and gave his 
reasons for selecting the spelling M'‘Naghten: “The 
representatives of the Home Office who appeared as the first 
witnesses before the present Royal Commission adopted the 
Clark and Finnelly spelling M°’Naghten. My research did 
not seem to disclose any good reason for refusing to follow 
their lead, especially as this variant takes up less room than 
any other, and that, in these days, is a consideration not 
to be disregarded. So for us the Rules will be the 
M'Naghten Rules: any witness who spells the name 
differently will be treated as a deviationist, and forced into 
conformity by the printer.” I note, however, that the Com- 
mission's report (1953, p. 75, footnote) draws attention to 
the signature reproduced above, and concludes: “It may 
therefore be thought that this form has the strongest claim 
to general acceptance.” 

It is possible that in 1843 neither The Times writer nor 
the shorthand reporter saw the official court documents and 
that a later variant of the name came about by confusion 
with Judge Macnaghtén. Whether or not this is so, the 
inquest report signed by the coroner, the record at Bethlem, 
the death certificate, and perhaps even the prisoner's own 
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Barrish 
Mepicat Journat 
signature should be sufficient proof that the correct name of 
this unhappy man was Daniel McNaughton. 


Acknowledgment is made to the authorities at Bethlem Royal 
Hospital and Broadmoor Institution for their kindness in supply- 
ing information from their records. The signature is reproduced 
by permission of the Public Record Office. 


L. T. MorTon. 


Correspondence 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Serotonin, Lysergic Acid Diethylamide, and 
Mental Status 


Sir,-A leading article (Journal, July 17, 1954, p. 144) 
gave reasons for suggesting that changed mental status 
following lysergic acid diethylamide and in schizophrenia 
might be related to serotonin (S-hydroxytryptamine). Lewis 
and Mcllwain’ had already reported effects of the diethyl- 
amide with separated cerebrai tissues. These required levels 
of the diethylamide of about 10°°m, much greater than those 
inducing hallucinations and other effects in man but com- 
parable with those affecting behaviour of laboratory 
animals. The effects were not antagonized by serotonin. 

Experiments with human subjects have now been carried 
out. Urinary levels of serotonin and related substances 
have been determined by methods previously outlined,’ 
establishing a level of excretion in normal subjects of 60 to 
160 «g. serotonin in 24 hours uncorrected for losses in 
estimation. A group of mentally ill subjects, including 7 
depressives and a schizophrenic subject, fell within this 
range. Included also were six subjects receiving intra- 
venously 100 »g. lysergic acid diethylamide. This dose was 
found to be associated with a partial but consistent fall in 
excretion of serotonin during the following 24 hours (of 
31 »g., P<0.05, using pre-treatment level of excretion in 
the same subjects as control), Thus, although an interaction 
between lysergic acid diethylamide and serotonin in man 
has been demonstrated, its specificity, directness, and pos- 
sible relation to mental phenomena remain to be 
investigated. 

We are greatly indebted to Dr. D. L. Lewis and to Dr. 
B. Sloane for providing the specimens used in this study ; 
to the Governors of the Bethlem Royal Hospital and the 
Maudsley Hospital for a research grant ; to Dr. B. A. Hems, 
Glaxo Laboratories, for serotonin; and to Sandoz Limited 
tor lysergic acid diethylamide.—We are, etc.. 


R. RODNIGHT. 
H. McILwain. 


London, S.E.5 
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Post-partum Haemorrhage 


Sir,—Mr. Kimbell must feel gratified that the communi- 
cation in 1954’ of his results of the use of ergometrine with 
hyaluronidase at the onset of the third stage of labour is 
now receiving further support and approval. Dr. J. G. 
Dumoulin has done a service to obstetrics by emphasizing 
its value (Journal, December 10, 1955, p. 1449), though I 
cannot claim results as excellent as his. 

For the past seven years I have used intravenous ergo- 
metrine with the crowning of the foetal head as a routine 
in personally conducted deliveries, and have not had reason 
to feel other than satisfaction with this technique. During 
the past nine months at St. Mary Abbots Hospital, Ken- 
sington, we have used ergometrine with hyaluronidase intra- 
muscularly at the birth of the anterior shoulder as a routine 
in a half of the cases, the other half being used as a 
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control series. There are, of course, exceptions to this 
routine in both groups. These cases are mainly student 
and pupil-midwife deliveries. 

There have been 25 cases of post-partum haemorrhage 
in the control group (475 cases), an incidence of 5.26% 
whilst in the ergometrine and hyaluronidase group (361 
cases) there have been 13 cases with a post-partum loss of 
20 oz. (0.6 1.) or more, an incidence of 3.6%. This figure 
is similar to that given by Dr. H. E. Reiss (Journal, Decem- 
ber 31, 1955, p. 1622). It is generally considered that the 
necessity for manual removal of the placenta is more fre- 
quent when ergometrine is used in this manner. The 
operation was carried out on six occasions in the ergo- 
metrine group (1.6%) and in seven cases (1.4%) in the 
control group. Our studies of this technique are continuing 
and it is hoped to make a fuller communication at a later 
date. 

I am impressed by the success achieved by Dr. Reiss using 
ergometrine without hyaluronidase by intramuscular injec- 
tion. With such results it is reasonable that he should com- 
pare the respective prices of ergometrine alone and ergo- 
metrine with hyaluronidase. At the same time, I would 
venture to suggest that the cost of the latter, while appreci- 
able, is small compared with that of at least one pint 
(0.6 1.) of blood, and negligible in terms of human life. 
I am, ete., 

London, W.1 FRANK DENNY. 
REFERENCE 
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Age and Fecundity 


Sir,—There are two approaches to the problem of age 
and fecundity: that of the demographer and that of the 
gynaecologist. The main interest of the demographer is 
what effect will parity have upon a race or nation, and his 
use of the terms “ fertility’ and “ fecundity ” both with the 
implication of abundance (see O.E.D.) is significant. The 
clinician, however, is interested in whether a given patient 
will or will not bear a single child in the near future, or 
whether the advice to another patient to postpone concep- 
tion would probably result in her failure to conceive. 

Thus the demographer is dealing with the whole religious, 
social, economic, and physiological influences that affect 
child-bearing as unknowns ; the gynaecologist has a highly 
selected group of women who are married, who although 
barren are eager to conceive, who are not apparently 
incapable of conception, and who are willing to follow his 
advice. In these circumstances the question, “ What is the 
effect of age upon fertility?” has many answers, each of 
them true in their different contexts. 


The cohort method of Taylor’ states that 30% of women who 
married in England and Wales in 1939 between the ages of 26 
and 30 were still infertile ten years later. But the method natur- 
ally counts as infertile all women whose marriages had terminated 
in the decade and also who bore children outside England and 
Wales. The census method quoted by Glass and Grebenik’ states 
that 5.9% of Irish women married between 1876 and 1881 between 
the ages of 25 and 29 were still infertile when enumerated at the 
census of 1911. This method excludes all those who failed to 
survive to the date of the census, whose marriages had terminated 
before that date, or who had emigrated either to an Irish city 
or to other parts of the United Kingdom or to the United States. 
Over two million people left Ireland between 1876 and 1911. The 
questionary method of the Family Census’ states that 12.8% of 
women who were married in the decade 1900-9 between the ages 
of 25 and 29 were still infertile ten years later. This method 
excludes all those who failed to survive until 1946 or had emi- 
grated, it excludes those whose marriage had terminated before 
the wife’s 45th birthday, and also those who failed to reply to 
the questionary. 

There are. therefore, three answers to the question, What is the 
rate of infertility amongst women married between the ages of 
25 and 29? It does not seem justifiable to attribute these differ- 
ences either to physiology or to family limitation in the widest 
sense of the term or simply to differences in statistical technique. 
It is a classic example of a social problem in which the answer 
is inherent in the way in which the question ts posed. It is there- 
fore with some temerity that I suggest there are some further 
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data to assist Professor Dugald Baird (Journal, November 12, 
1955, p. 1159) when offering advice to women on their chances 
of conception. 

When Snaith* wished to assess the efficiency of various methods 
of treating infertility it was necessary to establish the rate at 
which infertility was spontaneously terminated in England and 
Wales at the present time. The precise question posed was: 
“ How many women who were enumerated in the census of 1951 
had become primiparous during the preceding year, analysing 
the data by age at marriage and duration of marriage ? ” 

The following results are taken directly from the 1% 
sample of the census, part 2, Table X.11.A. 


Married Women Not Having a Live-born Child per 100 


Age at Marriage 


Duration j 
of 

Marriage 20-24 25-29 30-34 Over 35 
Uptolyear.. .. 89 88 88 88 
lyear .. 55 60 75 
2years 39 399 45 64 
Jand4years.. . 25 28 34 63 
$-9 years.. .. .. 13 19 30 57 


From this table it seems justifiable to conclude that up to 
the age of 35 and during the first five years of marriage 
the actual age at marriage has little effect on the propor- 
tion who remain infertile. Whilst the figures are subject 
to all the restrictions of census data they do at least relate 
to Great Britain in the post-Hiroshima age. A little manipu- 
lation of the figures produced the following probabilities of 
conception after a stated period of infertile marriage. 


Women Who Bore a First Live-born Child per 100 During the 
Year 1950-1 


Duration of Barren Marriage in Complete Years 


0 1 | 2 3 4 | 5 
“333 | 25-5 | 19-4 13-5 126 122 
Whether these figures may be used when offering advice 

to women who have not been exposed to the risk of con- 
ception during part of the sterile period is a difficult prob- 
lem. We found, however, that, in the case of Snaith’s 
clinical data covering 1,208 patients, if we ignored the 
periods of voluntary infertility then the chances of con- 
ception were remarkably similar to those quoted above. 
Thus it appears that up to the age of 35 the chances of 
a woman becoming primiparous are not associated with age 
at all but are strongly correlated with the previous history 
of involuntary infertility. The question to ask a patient is 
not her age but how long she has been trying.—I am, etc., 
Newcastle-upon-Tyne. H. CAMPBELL. 
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Infantile Paralysis in the Aged 


Sir,—The occurrence of poliomyelitis in the over-60 
age group is rare enough for comment. In a case recently 
admitted to this hospital whose history and symptoms were 
suggestive of toxic polyneuritis (not supported by examina- 
tion of the C.S.F.) there was rapidly advancing quadriplegia 
and respiratory muscle failure. In spite of correctly applied 
artificial respiratior and supportive therapy, the patient died 
on the fourth day after admission. There was extensive 
bronchopneumonia and evidence of right-sided heart failure. 
Histological examination of the cervical and thoracic cord 
showed gross destruction of the anterior horn cells typical 
of poliomyelitis. The patient, a woman, was in her seventy- 
seventh year.—I am, etc., 


London, S.W.6 W. How ett KELLEHER. 
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“ Modern Health Series 


Sik,-l agree with Sir Thomas Browne that “every man 
is not a proper champion for truth, nor fit to take up the 
gauntlet in the cause of verity.” I was, however, very 
favourably impressed with your reviewer of this series 
(Journal, December 17, 1955, p. 1489) 

The fact that there has been a comment (Journal, Decem- 
ber 31, p. 1622) makes me hope that anyone who over- 
looked the original review will go back to it. But, for 
myself, | do not wish to be one of those who “have too 
rashly charged the troops of error, and remain as trophies 
unto the enemies of truth.”—lI am, etc., 


Derby BARBER. 


Organization for Major Disasters 

Sir, May I correct a false impression that was created 
by the report (quoted in Dr. W. N. Leak’s letter (Journal, 
December 24, 1955, p. 1561)) that it had been necessary 
to divert casualties from the Radcliffe Infirmary after the 
Milton rail disaster ? 

There were more than one hundred beds made available 
within two hours of the time the hospital was notified 
by this time it was evident that many of these would not 
be required. Many more—probably another hundred 
could have been produced relatively quickly if it had been 
found to be necessary The report that a diversion of 
casualties was requested arose from a suggestion made early 
in the proceedings that some of the very slightly injured 
who were standing about at the scene of the accident might 
be taken elsewhere to permit concentration of those requir- 
ing hospital treatment. 

The existence of a service accustomed to dealing, with 
the help of all concerned, with injuries in whatever numbers 
they arrive formed the basis of the smoothness of the 
operation, but the success was a measure of the fine working 
spirit of this old hospital, and the rapid and willing co- 
operation of everyone. In the end we were embarrassed 
by the numbers of staff of all sorts who, though it was 
Sunday, quite spontaneously reported for duty when they 
heard of the accident. 

I haven't much faith in forward planning which bears 
no relationship to day-to-day requirements. There is a 
major disaster every day on the roads, and the treatment 
of these and other injuries does not receive the attention it 
deserves. Many large general hospitals still have no effi- 
cient accident service, and the casualty departments are too 
often inadequate in every respect. No incentive is offered 
to the young doctors to embark on this strenuous work. 
They are, in fact, actively discouraged by the poor facili- 
ties provided in so many places, the long hours of heavy 
and responsible work, and the shadow of subsidized litiga- 
tion. These are some of the things that require urgent 
attention.—-I am, etc., 

Ontord J. _ Scorrt. 


Air Embolism and Antrum Puncture 


Sirn.—The death from air embolism of a child aged 5 
following antrum puncture is an incident which cannot fail 
gravely to impress the profession, particularly those practis- 
ing ear, nose, and throat surgery. I feel we are all indebted 
to Dr. K. F. M. Thomson'—who had the misfortune to 
witness this case—for giving us so candid an account of 
what happened. 

It seems, however, that Dr. Thomson has missed the 
clue to the explanation of this tragic occurrence: the use 
of the Higginson syringe. The Higginson syringe method 
of washing out antra, which is accepted and commonly 
used by otolarvngologists, injects water (or air) under pres- 
sure, and it is difficult, if not impossible, to judge the degree 
of resistance encountered. My teacher, T. B. Layton, 
rejected as dangerous the use of the Higginson syringe for 
antrum washout and subsequent air inflation, and insisted 
on the use of a simple rubber bulb. He taught us to be 
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aware of the danger of air embolism arising from the use 
of a Higginson syringe if the needle to which it is con- 
nected should point into the (frequently distended) mucous 
membrane. I myself feel that the warning of the elder 
statesman of our specialty should be taken due heed of, 
and that the use of the Higginson enema syringe for antrum 
washouts be banned from all E.N.T. clinics. Dr. Thomson 
makes it quite clear in his article that, following the fatality 
referred to, he has ceased to inflate air into the antra after 
washouts. Whether air inflation following antrum punc- 
ture is a good thing or not is a point of controversy amongst 
otolaryngologists. Whatever its merits, performed with the 
rubber bulb it is a harmless procedure ; it is the use of the 
Higginson syringe which makes it dangerous.—I am, etc., 
London, $.W.12 A. B. ALEXANDER. 


REFERENCE 
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Noradrenaline 


Sir,—In view of the articles by Mr. I. E. W. Gilmour 
(Journal, November 19, p. 1248), Mr. J. Humphreys and his 
colleagues (Journal, November 19, p. 1250), and Dr. J 
De Swiet (Journal, November 19, p. 1253) and the recent 
interest in the treatment of acute hypotension, may I sub- 
mit my experience of 35 cases treated by me in the past 
two years while working as a resident medical officer in 
two hospitals? Four post-operative cases suffering from 
shock recovered satisfactorily. In one man the systolic 
pressure was 170 mm. before the operation, and dropped 
to 40 mm. (without any evidence of bleeding) two hours 
after nephrectomy for carcinoma of pelvis of right kidney. 
Three cases of congestive heart failure with multiple pui- 
monary infarction and four cases of toxaemic hypotension 
(secondary to purulent peritonitis) failed to respond. Most 
of the cases have been of myocardial infarction, and out 
of 24 only 7 survived. Two cases are worth mentioning. 
having been of such poor prognosis that no active treat- 
ment would normally have been attempted. 

Case 1.—A man of 58 was seized with severe precordial pain 
and in a few minutes became unconscious. He was deeply 
cyanosed, his pulse was imperceptible, and he was breathing 
rapidly. The heart sounds were faint and his condition was fast 
deteriorating. With a noradrenaline drip he became conscious 
in two hours 

Case 2.—A man of 62 was picked up in the street, deeply 
cyanosed and unconscious; his pulse was moderately fast and 
just perceptible. The heart sounds were difficult to interpret 
due to rapid and noisy breathing. The jugular venous pressure 
was increased, and crepitations were present at both lung bases, 
but there was no evidence of hepatic enlargement. His under- 
clothes were drenched in sweat. Ajiter eight hours of a nor- 
adrenaline-dextrose drip, with 8 mg. per litre at 30 drops per 
minute, he was able to give his history. 

Most of the cases of skin necrosis described so far in 
the literature, and by Mr. Humphreys and colleagues, have 
occurred in the legs. We have therefore avoided putting 
up noradrenaline drips in the lower extremities, and, except 
for superficial phlebitis, no case of skin necrosis has occurred. 
With leaking of the drip—not uncommon in restless patients 
—there is not only a danger of skin reaction but also of 
other veins in the neighbourhood going into spasm; in a 
collapsed patient, in any case, veins are collapsed. In such 
circumstances I start a dextrose drip in a prominent vein, 
with ample procaine locally, and when it is well established 
it is changed to dextrose with noradrenaline. The quantity 
is 8 mg. per litre at the rate of 20 to 30 drops a minute for 
a patient whose pulse is just, or hardly, recordable. The 
small doses recommended are ineffective in most of the 
cases of severe hypotension. In the event of unsatisfactory 
response, one ampoule (4 mg.) is added every 10 minutes. 
Beyond 64 mg. a litre we consider the patient a hopeless 
case. In such a case necropsy has invariably shown gross 
myocardial infarction. As a matter of interest morphine 
further reduces an already low blood pressure, perhaps due 
to vasodilatation. 
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In achieving success great co-operation is required of the 
casualty officers and house-physicians, who generally see 
these patients first; they should be aware of this form of 
treatment. Facilities should be available both in casualty 
departments and in medical wards. Delay is fatal and every 
minute counts. Once started, constant vigilance is neces- 
sary ; cases have been lost where the night nurse has not 
been properly instructed. Though disappointments are 
many, it is most gratifying to see even a few survive. 

One point on which I would be glad to have further 
information is the treatment of toxaemic hypotension. East 
and Bain,’ quoting Rich, mention that in acute infections 
areas of necrosis occur in the deeper zones of suprarenal 
cortex. I wonder whether cortical hormones, in addition 
to noradrenaline, will help while the infection is being 
combated. 

I am grateful to Dr. Peter Duncan, of Victoria Hospital, 
Blackpool, and Dr. Neville Roussak, of Withington Hospi- 
tal, Manchester, under whom most of these cases were 
admitted.—I am, etc., 

Manchester, 20 Hari VAISHNAVA. 
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Chlorpromazine and Jaundice 


Sir,—I have been much interested in the correspondence 
between Drs. R. H. Boardman and Bernard Isaacs and his 
colleagues on the subject of chlorpromazine jaundice 
(Journal, November 26, 1955, p. 1327; December 10, 1955, 
p. 1447; December 24, 1955, p. 1564), and it seems to me 
that it is possible to reconcile their seemingly conflicting 
findings. 

Boardman’s experience, and that of the authorities which 
he quotes, is drawn from the treatment of psychiatric 
patients in whom there was presumably no obvious liver 
disease. Three out of the four cases quoted in the paper 
by Isaacs er al. (Journal, November 5, 1955, p. 1122) and 
the additional case mentioned in their letter either had 
definite liver dysfunction prior to the administration of 
chlorpromazine or were suffering from conditions in which 
this may well have been present. The other case mentioned 
in their paper was much more typical of those commonly 
described in the psychiatric literature. 

There is plenty of evidence in the form of pyrexia and 
other prodromal symptoms to suggest that chlorpromazine 
produces pathological changes in the liver several days 
before the onset of jaundice, and it may well be that the 
earliest changes precede even these. Trutschel,’ indeed, ex- 
amining the liver endoscopically, found vascular changes 
after even a single dose of chlorpromazine, and remarked 
that these changes were markedly increased in the presence 
of disease of the liver. 

Whatever may be the cause of chlorpromazine jaundice, 
it seems probable that where liver dysfunction is already 
present the jaundice will manifest itself much sooner than 
with a previously normal liver. This would readily explain 
both the higher incidence and earlier onset of Isaacs’s cases. 
Whatever may be the explanation, both Boardman and 
Isaacs are agreed on the risks involved in administering 
chlorpromazine to patients known to have liver dysfunction, 
and the importance of this conclusion cannot be over- 
emphasized.—I am, etc., 

J. Lomas. 


London, S.W.17. 
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Intra-arterial Thiopentone 


Smr.—I have read with interest the comments of Dr. Robert 
I. W. Ballantine (Journal, December 10. p. 1466) on Dr. 
Peter Stuart’s account of a case of inadvertent intra-arterial 
injection of thiopentone (Journal, November 26. p. 1308), 
and would beg the opportunity of advocating one further 
precaution which might be taken to ensure that all fluids 
to be injected intravenously by means of the hollow needle 


go where they are intended to go. 


Using a short bevelled needle, 1 suggest that the bevel 
should point towards the patient and not upwards as is the 
common custom. Should the bevel be pointing upwards 
it is easy to see that, 
if the deep part of the 
vein is transfixed, the 
proximal part of the 
needle may remain 
within the lumen and 
aspiration will show 
blood in the syringe ; 
as soon as injection 
takes place, however, 
part of the fluid will 
pass into the vein while 
part will pass through 
that portion of the 
needle’s lumen which 
is sticking out at the 
far side of the vein, either into the tissues or, indeed, into 
the wall of a small artery should one be lying directly 
beneath. If the bevel of the needle is facing downwards, 
its oblique end will be parallel with the vein walls and thus 
aspiration of blood must show that the needle is entirely 
within the lumen of the vein.’ 

The accompanying diagram will make the above observa- 
tion clear. My personal experience over fifteen years con- 
vinces me that there is no added difficulty in injection when 
the needle is placed in this position —I am, etc., 

Brian D. JOHNSON 


Leicester 
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Cancer of the Lung 


Sir,—Last year there was again a steep rise in deaths 
from cancer of the lung, an annual rise that we have come 
to expect and are apparently resigned to accept. 

In the Journal of December 10 (p. 1438) there is an 
annotation on the Fifth Conference of the International 
Society of Geographical Pathology. The annotator quotes 
Oberling as saying that “we notice that the factors which 
intervene in the distribution of certain cancers in the different 
countries are exogenous.” The annotator further states that 
this view finds confirmation in the conference’s report, with 
its statistics showing the variation in the incidence of lung 
cancer in accordance with smoking habits. Finally, your 
annotator quotes S. Russ: “It is of great practical impor- 
tance to know something about the apparent causes of 
cancer, for by adopting safeguards their potential action 
can be eliminated and thus at any rate one may do some- 
thing to stop the beginnings of some varieties of cancer.” 

The pleasures of smoking are real, but no less real were 
the 16,000 deaths from lung cancer that occurred in this 
country last year. How strong is the circumstantial 
evidence ? A judge once said that circumstantial evidence, 
provided that it is good evidence, is as good as any other 
evidence. I suggest the setting up of a select committee 
drawn from different walks of life under the chairmanship 
of a High Court judge to review the evidence afresh.—1 
am, etc., 

Bournemouth. D. J. apSimon. 


1 Oberting, C., Schweiz. Z. allg. Path. Bakt., 1955, 18, 439. 
2? Russ, S.. Cancer: Where We Stand, 1950. London. 


Simulation of Cancer by Oi] Granulomas 


Sir.—The interesting and important article by Dr. W. St. C. 
Symmers (Journal, December 24, 1955, p. 1536) prompts me 
to mention a similar condition that has followed the treat- 
ment of rectal prolapse by submucous injection of hard 
paraffin wax in a molten state. The method has happily 
fallen into disuse. but it had quite a vogue 30 or more 
years ago, and there may be some patients who were treated 
in this way still living. I remember my late colleague, 
Professor A. H. Burgess, saying that he had heard of a 
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patient in whom this treatment produced so close a simula- 
tion to cancer that a quite unnecessary radical excision was 
done. 

On one occasion during a ward round, intending to 
inculcate by the Socratic method the necessity of warning 
a patient of this danger, I asked a student what advice he 
would give to a patient thus treated before he left the 
hospital, and received the confident answer, “1 should tell 
him, Sir, never to stand with his back to the fire.”—I 
am, etc., 


Langwathby, Cumberland Joun Morey. 


“Surgeon at War” 

Sir, -In a very interesting and readable book, Surgeon at 
War, by Lieutenant-Colonel J. C. Watts (reviewed in the 
Journal, October 15, 1955, p. 953), about the medical service 
in the second world war, he states that Sir Max Page and 
Colonel Sinclair introduced the Thomas's splint for trans- 
porting all cases of fractured femur in the first war. It is 
probably true that various experts, including Sir Robert 
Jones, suggested it, but in my recollection it did not come 
into full use until 1917, and it was Sir Henry Gray, con- 
sulting surgeon to the Third Army, and Kenneth Walker, 
who acted as his liaison officer to the front line, who were 
really responsible for introducing it. Kenneth Walker gave 
demonstrations before the battle of Arras to all the field 
ambulance officers and regimental medical officers in the 
Third Army, and I think it was he who introduced the idea 
of putting the splint over the trouser and getting the exten- 
sion from the boot. Both he and Gray met with a good 
deal of obstruction, and it was Kenneth Walker who thought 
of the device of having a movable ring, and later on a 
hinged ring, to overcome the objection of the difficulty of 
transport. 

I have never thought that Sir Henry Gray got enough 
credit for his work in France, and, as a keen observer at 
that time, I consider that he did more than anyone for the 
wounded man, and that his irregular liaison with Kenneth 
Walker paid enormous dividends.—I am, etc., 


Bristol, 8 RICHARD C. CLARKE. 


Some Common Mishaps 


Sir,—I should like to make two comments on the very 
instructive article by Mr. N. C. Lake (Journal, December 
24, 1955, p. 1550). 

Concerning the evacuation of subungual haematomata: 
we used, when I was a house-surgeon to Professor Schnitzler 
in Vienna, to do this with a fine cautery or, later, with a 
diathermy needle, and in general practice I used to do this 
simply with the point of a safety-pin which I made glowing 
hot. The hot point penetrates the nail as easily as butter, 
and, no pressure being needed, the whole procedure 
taking a split second, it is almost painless. An added advan- 
tage is that the safety-pin as well as some sort of flame are 
available in every patient's house, and many such accidents 
have to be attended there, particularly when the toes are 
involved. The edges of such a hole made with a red hot 
pin are completely smooth, and any danger of infection is 
greatly reduced, while procedures for softening the nail 
which Mr. Lake suggests for cases in which no trephine is 
available certainly do not reduce such risks, besides being 
more time-consuming and cumbersome 

Regarding the removal of impacted rings, I have used on 
frequent occasions a length of twisted surgical silk as an 
alternative to dressmakers’ tape. This, being thin, takes, 
of course, much more time to apply. and great care must 
be taken to avoid bulging of the flesh between each single 
turn. However, the very thinness of the thread makes for 
slower and more even propulsion of the ring as the thread 
is unwound from the root of the finger, and, as the thread 
also takes up less room between ring and finger than does 
the tape, quite a proportion of the rings that cannot be 
removed by using the tape can still be removed by this 
modified method. 
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I am making these comments, which are based on my 
experience with these methods of 25 years or more, in the 
hope that their simplicity and effectiveness may be of use 
to others.—I am, etc., 


K. F. M. Pote. 


Gillingham, Kent 
Forty Years On 

Sir,—The excellent article by Dr. A. H. Morley (Journal, 
December 3, 1955, p. 1351) on his 40 years’ experience in 
practice can be read by obstetricians with great advantage, 
but I feel that his repeated and now emphatic statement that 
death from aspiration of vomit in obstetrical cases is due 
to the use of the lithotomy position must be challenged. 
This grave complication, which now hangs like a dark cloud 
over all obstetrical cases in which a general anaesthetic is 
given, is not due, I submit, in any way to the lithotomy 
position, but to the use of methods of anaesthesia which 
have become popular in recent years. It is true, as 
O’Mullane’ has shown, that intragastric pressure is high in 
the iithotomy position when the abdomen is distended, and 
it is doubtless also true that vomiting is difficult to deal with 
when the patient is in this position on the usual labour- 
ward bed. The lithotomy position was long used, however, 
before this particular complication became a major problem. 
Dr. Morley asks if anyone can report a single fatal case 
when the patient has been in the left lateral position. I can 
certainly claim that I have never had a case of fatal or 
serious vomiting with vaginal delivery, although my patients, 
with few exceptions, have always been delivered in the litho- 
tomy position, and I believe that this has been due to the 
use, as far as possible, of spinal or local analgesia, and at 
other times to the use of rag-and-bottle anaesthesia. In my 
earlier days on the district, when forceps deliveries were 
more difficult than they are now, the patients were delivered 
under open ether administered by a midwife, and with the 
lithotomy position maintained by means of the simple and 
cheap device known as the “ obstetric helper.” Although 
patients may vomit profusely with rag-and-bottle: anaes- 
thesia, the vomit does not go down the patient's trachea, 
but rather over the bystanders, unless they have developed 
a protective reflex from experience. This complication seems 
to be unknown, therefore, in domiciliary practice, whatever 
position is adopted, because of the general use of rag-and- 
bottle anaesthesia, and I believe that this was the fairly 
generally held view of the meeting when the problems of 
obstetrical anaesthesia were discussed a short time ago at 
the Royal Society of Medicine. 

It is only in recent years, with the increasing use of a 
gas, an intravenous anaesthetic, or a relaxant, that this 
problem has arisen. All the 66 cases described by Mendel- 
son’ in his classical article had been given nitrous oxide, 
oxygen, and ether, and the seven cases more recently described 
by Parker’ had been given the same. The slight positive 
pressure produced by the gas seems an important factor 
in causing inhalation of vomit, and both early diagnosis and 
treatment are difficult with this technique. I feel, therefore, 
that nitrous oxide does not merit its reputed safety when 
used in obstetrics, and that it cannot compete with the 
supreme safety of open ether. If complicated methods of 
anaesthesia are to be used, a vast armamentarium is nowa- 
days considered to be necessary, including cuffed intra- 
tracheal tubes, a sucker (or rather two suckers to be on the 
safe side), transparent facepieces, and a bronchoscope (or 
rather two bronchoscopes). Although it is also recom- 
mended that the patient’s stomach should be first washed 
out with a large tube, I feel that no patient in labour should 
be subjected to the misery of this procedure, and in any 
case it cannot be relied on to prevent vomiting. Anyone, 
however, who confines his anaesthetic practice in obstetrics 
to the use of open ether or 0.5% procaine or lignocaine can 
remain free from fear of major anaesthetic complications, 
and the lithotomy position, with its many recognized 
advantages for operative delivery, can be used with 
impunity. 

There are, however, other serious disadvantages in the 
lithotomy position for obstetrical and gynaecological work, 
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- Impressive 
Testimony 
‘ 
' In all the great centres of medical learning throughout the world, 


ample evidence exists that bears testimony to man’s know ledge of the anaemias, 
Understandably, however, the practising physician is most impressed by 
therapeutic results: and in this respect, clinical experience shows that there is 
abundant and impressive testimony to the success of the Lederle range of 
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~~ The right diet 
at your 
fingertips 


This filing box, designed for the consulting room desk, contains 
an indexed supply of diet cards for 16 different conditions. The 
cards are planned to include specimen daily menus which 
facilitate the patient’s co-operation and save the doctor’s time. 
This is one of the services offered free of charge to the medical 
profession by the Energen Dietary Service. 

In special cases, clinical considerations often necessitate the 
preparation of a diet which takes into account the individual 
requirements of the patient. On receipt of the appropriate in- 
formation from the practitioner, such diets can be specially 
constructed and sent through the post; or a consultation can 
be arranged with a senior dietitian. 

The Energen Dietary Service is staffed by fully qualified dieti- 
tians, under close medical supervision. It offers independent 
information and assistance to the medical profession in all 
dietary and nutritional matters. 


Reque sts for this Diet 
Card Filing Box, or other inquiries should be addressed to: 
THE ENERGEN DIETARY SERVICE, 25A, BRYANSTON SQUARE, LONDON, W.1. TELEPHONE: AMBASSADOR 9332, 
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often encounter patients whose ill-health is due mainly 
to emotional or neurotic disturbance. Frequently there appears to 
be no physical basis and their principal symptoms are usually undue 
nervousness, fatigue and poor appetite. 

For these mildly neurasthenic and exhausted cases ‘ BePLETE’ Wyeth is uniquely 
appropriate. It contains Phenobarbitone and Vitamin B-complex as an appetising 
Elixir, and so provides a quieting relaxation, — 
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and these have recently been discussed in these columns (Dr. 
W. N. Leak, Journal, September 17, 1955, p. 735). It is 
interesting to recall that many years ago Potter‘ recom- 
mended that in his technique of internal version and extrac- 
tion the thighs should be extended in order to relax the 
perineum. Suitable supports to avoid the complications of 
the full lithotomy position are badly needed on labour-ward 
beds and theatre tables—I am, etc., 

Middlesbrough. Bryan WILLIAMS. 
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Homosexuality and Prostitution 

Sik,-I am sure that few will fail to praise the B.M.A. 
Committee for its Memorandum of Evidence on Homo- 
sexuality and Prostitution (Supplement, December 17. 1955, 
p. 165). 

Personally, | hold no brief for either homosexuality or 
prostitution, but I notice one passage in the section “ Preven- 
tion of Prostitution” which especially seems to smack of 
police states and inquisitions. The extract reads : ‘“ Measures 

. include . . . special care in the selection of staff at 
venereal diseases clinics, the places to which many prostitutes 
go of their own accord for medical and personal aid. This 
contact with these women at a time when they are sick and 
frightened affords a unique opportunity for their rehabilita- 
tion” (the italics are mine). 

I feel that those concerned with the reablement of the 
misguided should need no recourse to either sickness or fear 
to strengthen the moral force of what they have to teach. 
If the victims have to become sick or frightened before 
accepting a moral code, either there must be something 
wrong with such a code or else the arguments of its advo- 
cates have lost their force in the modern world. Moreover, 
like statements yielded under torture, promises extracted 
from a patient whilst in a weakened mental and physical 
state are not only obtained unethically but the promises 
are likely to be broken like piecrust as soon as the patient 
has returned to health and strength, and resistance to reform 
subsequently doubled.—I am, ete., 


Cowley, Middlesex 


O’Mullane, E 


Peter RicBy. 


Sir,—Under this heading Dr. S. L. Sherwood (Journal, 
December 31, p. 1623) (and others on other occasions) writes 
as if all doctors had taken the Hippocratic Oath. I have no 
recollection of ever so doing, and now would certainly 
refuse so to do. Is there any justification for the assump- 
tion that he makes ?—f am, etc., 

Pettswood, Kent 


G. C. 


Chronic Perionychia 

Sir.—With some diffidence I, a mere novice at the skin 
game, enter into the correspondence on Dr. F. F. Hellier’s 
fine article on chronic perionychia (sic) (Journal, December 
3, 1955, p. 1358). First, it would appear that there is some 
confusion of terminology. The New Gould Medical 
Dictionary’ gives the definition of paronychia as a suppura- 
tive inflammation about the margin of a nail, an inflamma- 
tory process at the base of the nails, and perionychia as 
an inflammation around the nail. The Nomenclature of 
Disease® includes, under “ skin,” “ disease due to lower plant 
or animal parasites, perionychia with one sub-group whit- 
low,” and, under “ nail,” “ disease of nails, paronychia.” The 
Shorter Oxford English Dictionary* g ves “ paronychia—an 
inflammation about a finger nail, whitlow” ; perionychia is 
not given. Roxburgh’s Common Skin Diseases* describes 
chronic paronychia under monilial infections and mentions 
perionychia only in the chapter on syphilis. The Atlas of 
the Commoner Skin Diseases’ quotes Pardo-Costello’s work 
Diseases of the Nails and mentions only paronychia. All 
other works to which I have been able to refer*’**** men- 
tion only paronychia. , 

I think that the difficulties that have arisen as regards 
both pathology and treatment might be because the various 


writers are describing different conditions. The acute sup- 
purative infection of the nail-fold and nail-walls secondary 
to a “ hangnail” or stab trauma requires, in the best sur- 
gical tradition, adequate drainage. The chronic mixed 
monilial and pyogenic infection of the space between the 
nail-fold and the nail caused by loss of cuticular water- 
proofing requires treatment as described by Dr. Hellier. 
The acute or subacute suppuration under the nail following 
direct instillation of organisms under the free edge or side 
of the nail-—-for example, by a splinter—also requires drain- 
age. Extension of pus-formation from any of the above 
to involve the nail-bed or nail-root may occur ; this is prob- 
ably the condition described in most of the surgical text- 
books as requiring removal of the nail or deep incision. 
Unless these conditions have previously been designated 
otherwise (in which case I withdraw my proposals) I suggest 
that they be called acute perionychia or whitlow, chronic 
paronychia, acute or subacute subonychia (or some such 
name), and acute paronychia respectively. 

Secondly, with reference to local treatment of the chronic 
condition, I find that the instillation of phenol and other 
antiseptic solutions can be adequately performed without 
introducing wisps of cotton-wool which may be incom- 
pletely removed and so delay healing. Thirdly, I suggest 
that the time to stop local treatment with an antiseptic 
solution is when no further treatment is possible—that is, 
when the pocket between the nail-fold and the nail has 
become completely obliterated by granulations from the 
bottom and the waterproof seal between the cuticle and the 
nail has been re-established. When this has happened no 
antiseptic ointment or plastic skin should be needed to 
close the gap, and prevention of recurrence of the condition 
depends on keeping the hands as dry as possible. Fourthly, 
from my very small experience with this condition, I have 
found that patients object to using vividly coloured anti- 
septics like gentian violet and brilliant green. Twice-daily 
treatment with “penotrane tincture” (hydraphen) after 
initial phenolization gives remarkably good and rapid 
results. The pink colouring agent contained therein is quite 
inoffensive, and can easily be washed off should it acci- 
dentally drop anywhere but in the nail-fold. The dye’s 
water-solubility is also a means of reminding the patient to 
keep the affected digits dry; once she has turned the 
washing-up water pink the patient rarely has to be reminded 
to don her rubber gloves in the future. 

Finally, at the outset of the G.P.-cortisone era, it might 
be as well to mention that topical treatment with hydro- 
cortisone, with or without an antibiotic, has no place in 
the management of chronic inflammation of the finger nail- 
folds.—I am, etc., 


Plymouth. BeRNARD J. Peck. 
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Sir,—I have read with interest Dr. F. F. Hellier’s article 
(Journal, December 3, 1955, p. 1358). I have not used bril- 
liant green—my choice has been carbolfuchsin or gentian 
violet, “ pink for a little girl, blue for a boy.” The little 
girl probably already uses pink or red paint on her nails, so 
the application passes unnoticed. Blue for a boy, as I think 
that any male going about with pink nails would be sus- 
pected of some sexual abnormality. I have suffered myself 
from perionychia and “cured” myself once or twice—the 
same fingers—in a few weeks, only to get a recurrence. I 
then began to wonder if the infection could be in the nail 


| 


114 Jan. 14, 1956 


itself, so I persevered with treatment till all the nail present 
at the commencement of treatment had grown out. That is 
getting on for ten years ago and I have had no recurrence 
Experience with those patients I have managed to keep trace 
ot has been much the same as in my case. Is the infection 
in the nail? Or is it that one must, in spite of apparent 
cure, keep up the treatment for at least six months ?—l 
am, etc., 

Pershore, Worcs FitMeR COLEMAN. 

Sir,-I have not had the opportunity of consulting a 
veterinary textbook, but wonder whether this bolster swelling 
of the nail-folds is entirely a human disease Dr. F. I 
Hellicr’s interesting article (Journal, December 3, 1955, p 
1358) mentions the occupational factors, wet and trauma. 
Do some of the toot-rots of animals come into this category 

for instance, the type of foot-rot in sheep that is popularly 
associated with wet, solt pastures? I have seen a chronic 
perionychia in another animal—a dachshund—-caused by 
the dog digging for moles in wet pastures 

The small sharp hoof of the sheep goes deeply into soft 
ground. No doubt the nail-fold is thus easily injured, and 
particles of soil lodging in the fold would keep the nail-fold 
separated from the nail-plate. If my facts are right, I 
wonder if our veterinary colleagues have any views on 
treatment.—I am, etc., 

Chester G. WHITWELL. 

Six,-I very much appreciate the interest taken by your 
readers in my article on perionychia (Journal, December 3. 
1955, p. 1358), and it will be a long time before I have 
enough patients in whom to evaluate all the applications 
suggested to me both by doctors and by manufacturing 
chemists. Drs. G. B. Mitchell-Heggs and M. Feiwel 
(Journal, December 31, 1955, p. 1623) suggest that in quoting 
the surgical textbook of Handfield-Jones and Porritt’ I do 
not sufficiently stress the distinction between acute staphylo- 
coccal paronychia and chronic perionychia, and that it is 
to the former cond.tion that the surgeons refer and that 
surgery is not indicated in the latter. With this distinction 
I agree. but if they will refer to the same book they would 
read: “If the acute stage is inadequately drained, a persis- 
tently recurring chronic paronychia results.” Is this really 
true, or at least may it not lead to a misunderstanding of 
the origin of chronic perionychia ? My impression is that 
the acute surgical paronychia clears up quickly with suit- 
able treatment and does not turn into the chronic recurring 
perionychia unless the factors mentioned in my article are 
in evidence. Be that as it may, I have seen many recurrent 
chronic perionychia needlessly incised by surgeons, either, 
I presume, because they have been mistaken for the acute 
type or because this was considered the right treatment. No 
attention had been given to the real causative factors—for 
example, maceration from work—-and my article was in part 
a protest against this. 

The problem of Candida albicans is an old one; it is 
frequently found, but it is hard to say whether it is really 
the causative agent or merely a saprophyte. I believe it 
may be the former at times, but Candida is so responsive 
to gentian violet that I would have expected better results 
from its use if Candida were of primary importance. I 
agree about the disadvantage of either green fingers or 
purple ones, though many women accept these if the con- 
dition is getting better. It was for that reason I suggested 
domiphen bromide (“ bradosol”), which has an action 
against Candida as well as the ordinary pyogenic micro- 
organisms. I shall try “ monphytol ” with interest. 

Finally, I think one would be no more likely to find an 
“ organic ” vascular lesion in perionychia than in any other 
“ functional " vasoconstriction such as chilblains. This would 
favour the hope that internal treatment might benefit the 
circulation in the fingers in patients with perionychia.—I 
am, etc., 


Leeds, 2 F. F. Hevvier. 
RErerence 
Handficld-lones, R. and Porritt, A. E., Essentials of Modern Surgery. 
1948, 3rd ed 
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Ban on Heroin 


Sik,—In 1932 a learned medical committee, under the 
auspices of the General Council of Medical Education and 
Registration of the United Kingdom, declared the active 
principle of the liquid extract of ergot to be so unstable as 
to retain little medicinal value after a week at room tempera- 
ture. The Ministry of Health thereupon recommended 
doctors not to use this preparation, and advised instead 
ergotoxin aethanosulphate to be delivered in sealed tubes 
of nitrogen at 0° Centigrade or else as the dried extract. 
Now, any medical practitioner could have told this medical 
body that this was afl nonsense, as his experience of the use 
of liquid ergot in general practice showed that it would 
retain its potency for years without any special precaution 
Shortly afterwards ergometrine was isolated, potent and 
stable, the Minister's recommendation lapsed, and no one 
really suffered 

The position in regard to the proposed ban on heroin 
manufacture has a similar shaky foundation. The Medical 
Advisory Committee, on whose advice the Minister is rely- 
ing, contains many distinguished medical authorities ; but 
how much experience have these personages had in treating 
the lingering stages of cancer in the way of a general practi- 
tioner, who has to rack his brains day by day to find some 
way of relieving pain? It seems inescapable that many of 
the depreciatory remarks about heroin emanate from people 
who do not know its value, rather like the Russian gentle- 
man who said whisky was not such a good drink as vodka 
because he had never tried it. In view of the strong medical 
opinion opposed to the ban, and lest the error be repeated 
of imputing infallibility to a committee concerning a subject 
on which it may not be the best authority, the Minister 
would do well to examine also the testimony of practitioners 
who have had experience in the use of the drug.—I am, etc., 

London, W.1 JoHn H. MULVANy. 


Sir,--Now that the ban on heroin has been deferred it 
is essential that our representatives note for future action 
that extra stocks have been laid in by many of us. It is 
probable that these personal stocks will be used up in the 
coming year. The official statistics will, therefore, erron- 
eously show less heroin consumed in 1956, as less will 
actually be purchased in the year. 

The figures are likely to be used by those seeking to 
restrict the use of heroin as an argument that the professiom 
is changing its prescribing habits.—I am, etc., 

W. S. PARKER. 


Brighton 


Simple Blood-grouping Methods 


Sir,—Dr. M. M. Pickles (Journal, December 24, 1955, 
p. 1561) raises several important issues. The sheet anchor 
of safe transfusion in emergencies is reliable ABO and D 
rhesus typing. Except in patients who have received 
multiple blood transfusions the chance of serious reactions 
occurring due to antibodies developed against other blood 
group systems is very remote. 

Apart from the danger of transfusing D-positive blood to 
a previously sensitized D-negative recipient, every clinical 
pathologist is familiar with those tragic cases where the 
transfusion of D-positive blood to a D-negative young 
woman in some emergency, such as a road accident, has 
resulted in severe or even fatal haemolytic disease in the 
infant subsequently born in such a patient's first pregnancy. 
Prevention of this depends entirely on accurate D typing. 
Cross-matching tests with D-positive blood at this stage are 
of course completely compatible. 

Rapid and reliable methods for ABO and D-typing exist. 
In the case of the ABO system no method is quicker or 
more reliable than Landsteiner’s original technique: a weak 
suspension of saline-suspended red cells is added to potent 
anti-A and anti-B sera in small test-tubes, the mixture 
centrifuged lightly for two minutes, the deposit resuspended, 
and negative reactions confirmed under the microscope. 

In the case of D rhesus tvping the development of rapid 
methods in this country has been hampered by the insistence 
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of the National Blood Transfusion Service that only tube 
methods using saline antibodies are reliable. Such methods 
are too slow for emergencies, and the behaviour of saline 
antibody on storage is well known to be capricious. 
Methods using blocking antibodies and macromolecular 
diluents have always been discouraged officially, yet these 
are the only techniques capable of giving a rapid answer. 

In this laboratory, during the last seven years, Dr. J. 
Murray's modification of Diamond's slide test,' as used at 
Queen Charlotte’s Hospital, has been exhaustively tested 
on up to 3,000 specimens annually. This _ technique, 
although demonstrated at meetings of clinica! pathologists, 
has, to my knowledge, never been officially published. 
Rouleaux formation, the bugbear of Diamond's original 
test, leading to false positive reactions, is avoided by limit- 
ing the spread of the drop on a special slide, by incubating 
the slide in a moist atmosphere in a perspex box, and by 
diluting the blocking antiserum with bovine albumin. This 
diluted serum is mixed with a thick suspension of red cells 
in their own serum, or a drop of oxalated blood, and placed 
in the moist box. Clear-cut positive reactions are obtained 
in 2-5 minutes with potent antisera; some cells containing 
the D® antigen react positively by this method, and in this 
case the reaction may be delayed somewhat longer. 

During this period all bloods found D-negative in this 
laboratory have been submitted to the regional transfusion 
centre for confirmation, together with several hundred D- 
positive specimens annually where a group card is required 
for the patient. A very high degree of correlation between 
the two results has been obtained and most of the few dis- 
crepancies have been attributed to clerical or observer error, 
rather than to any defect in the technique. Reliable results 
are obtained by technicians who are not whole-time blood 
group serologists, an additional advantage in a _ busy 
laboratory 

No one would dispute the unchallenged position of the 
saline antibody-test-tube methods as reference methods 
against which any rapid method must be checked, yet one 
would welcome a more positive approach on the part of 
the National Blood Transfusion Service to the development 
of simple and rapid techniques more suited to the conditions 
under which many emergency blood transfusions must be 
given.—I am, etc., 
Worcester P. Kipp. 
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Stokes-Adams Attacks in Bundle-branch Block 

Sir,-Dr. Geoffrey Bourne in the medical memoranda 
discussed Stokes-Adams attacks in bundle-branch block. 
(Journal, November 26, 1955, p. 1311). In his summarizing 
comment he stresses that the presence of a bundle-branch 
lesion should always rouse suspicion that a syncopal attack 
may be due to Stokes-Adams syndrome. This possibility, as 
far as he was aware, was first envisaged and described by 
him in a communication to the British Cardiac Society in 
1948, but was not published. 

I am very glad to know of Dr. Bourne’s support of my 
contention, which appeared in the British Heart Journal 
under the title of “ Paroxysmal Heart Block in Bundle Branch 
Block.” Previous observations in the field of experimental 
medicine? * had suggested that bundle-branch block should 
prove of significance equal to that of a prolonged P-R inter- 
val in the diagnosis of Stokes-Adams disease. In 1946 a 
review of cases in the records of the Cardiac Department 
of the London Hospital, in which a few similar to those of 
Dr. Bourne were summarized in my paper, proved that the 
relation between bundle-branch block and Stokes-Adams 
disease was important. My subsequent experience has 
further convinced me that both types of conduction delay 
are of comparable significance in the differential diagnosis 
of syncope.—I am, etc., 


London, W.1 WILFRED STOKES. 
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Obituary 


E. R. FLINT, M.B., F.R.C.S. 


We record with regret the death in hospital on January 5 
of Professor E. R. Flint, emeritus professor of surgery 
in the University of Leeds. He was 74 years of age. 

Ethelbert Rest Flint was born on November 1, 1880, 
at Scarborough, where he received his early education. 
Entering the Leeds School of Medicine, he qualified 
M.R.C.S., L.R.C.P. in 1905 and graduated M.B., Ch.B. 
at Leeds University in 1906, when he was appointed 
house-surgeon in the General Infirmary at Leeds. After 
holding other resident appointments elsewhere, he was 
engaged in general practice until 1911, when he returned 
to the Infirmary as resident casualty officer. He was 
admitted F.R.C.S. in 1912, and in the following year 
was appointed resident surgical officer in the Infirmary, 
where he remained until 1919. During this time both 
the honorary and resident surgical staffs were much 
depleted by the demands of war service, with the result 
that Flint was called upon to do the major part of the 
routine work of the surgical side of the Infirmary, to 
which was added during the course of the war the care 
of 200 military patients occupying emergency beds. 
During the whole of the first world war, therefore, he 
did an enormous amount of surgical work which entailed 
both day and night duty with little or no respite. This 
earned him such affectionate respect from the residents, 
the nursing staff, and the students that he was usually 
referred to by them as “ Father” Flint, a title which 
stuck to him throughout the remainder of his career. 

In 1920 Flint was made surgical registrar, and in 
1922 he was elected honorary assistant surgeon to the 
Infirmary. In 1932 he became surgeon-in-charge of out- 
patients, and in the following year, on the retirement of 
the late Professor J. F. Dobson, he was promoted full 
honorary surgeon. He held the chair of clinical sur- 
gery in the University of Leeds from 1934 to 1936, when 
he succeeded the late Professor Harold Collinson in the 
chair of surgery. At the Royal College of Surgeons he 
gave the Arris and Gale lectures in 1923 and 1930, and 
he was a Hunterian professor in 1933. On reaching the 
age limit in 1940 he was appointed emeritus professor 
of surgery and honorary consulting surgeon to the 
Infirmary, but he continued to take his share in the 
active work there until the end of the second 
world war. He was a Fellow of the Association of 
Surgeons of Great Britain and Ireland and a member 
of the Moynihan Club and of the Leeds and West Riding 
Medico-chirurgical Society, of which he became presi- 
dent. In 1918 he married Alicia Bay Farrer, who 
survives him with three sons. 

H.W.S. writes: Flint was a surgeon in the true Leeds 
tradition, following in the steps of Mayo Robson, Little- 
wood, and Moynihan, who all influenced him in a large 
measure. This was especially true of Moynihan, whose 
private assistant he was for a time. Although his main 
interest was in abdominal surgery, Flint had a vast experi- 
ence of all branches of general surgery which was gained 
at a time before the intense specialism of the recent past 
had set in. He quickly built up a great reputation as a 
careful and rapid operating surgeon of great skill and 
dexterity. His help was in such demand that his prac- 
tice soon became very large and of very wide range. 
He was of a very thoughtful and inquiring turn of mind, 
and, although his hospital and private practice allowed him 
little free time, he carried out a number of investigations 
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into scientific problems, among which his work on the 
variations in the anatomy of the gall-bladder and bile ducts 
was a typical example. As a teacher he was always clear 
and stimulating, and as an examiner always very under- 
standing and scrupulously fair. 

Of a somewhat shy and reserved temperament, Flint was 
not an easy man to know, with the result that his circle of 
intimate friends was select rather than wide. He was a 
kindly man, with a quiet but rich sense of humour, and he 
inspired his patients with confidence in facing their ordeals 
He was held in affectionate regard by those who were closely 
associated with him in his work and will be much missed 
by them. His chief interest was always in his work, but he 
enjoyed a game of golf and he played a good deal of bridge 
For the past few years persistent ill-health brought increas- 
ing disabilities, which he faced bravely and cheerfully, and 
one cannot regret that his passing, full of years and honour 
as it was, has released him from infirmities which must have 
been very hard to bear. He leaves behind him the memory 
of one who spent his life in hard work in the service of his 


fellow men. 


H. P. NEWSHOLME, D.M., F.R.C.P., D.P.H 


We record with regret the death on December 21, 1955, 
of Dr. H. P. Newsholme, for twenty-three years 
medical officer of health for Birmingham. He was 70 
years of age. 

Henry Pratt Newsholme was born at Secunderabad, 
India, on August 27, 1885, the son of the Rev. B. Pratt 
Newsholme, and was educated at Brighton Grammar 
School and at Balliol College, Oxford, where he was 
elected an honorary exhibitioner without examination 
in recognition of his good work in natural science. In 
1907 he obtained a first-class in the natural science school 
at Oxford and also took the London degree of B.Sc., 
with first-class honours in physiology. He then entered 
St. Thomas's Hospital Medical School with a university 
scholarship, and graduated B.M., B.Ch. in 1910, becom- 
ing a Member of the Royal College of Physicians of 
London in the same year, an unusual feat. In the follow- 
ing year he obtained the D.P.H. of the English Royal 
Colleges and in 1915 proceeded to the D.M. He was 
admitted F.R.C.P. in 1927. 

After graduation Newsholme held the appointments 
of house-physician at St. Thomas’s and clinical assistant 
at the Evelina Children’s Hospital. In 1910 he joined 
the staff of the London County Council as an assistant 
medical officer, but relinquished the appointment in the 
following year to become assistant medical officer of 
health and resident medical officer at the Brighton 
Borough Fever Hospital. Some four years earlier his 
uncle, the late Sir Arthur Newsholme, had given up the 
post of medical officer of health to the borough to be- 
come principal medical officer of the old Local Govern- 
ment Board. After leaving Brighton Dr. H. P. News- 
holme held public health appointments in East Sussex, 
Southend-on-Sea, and in Surrey, where his work was 
interrupted by the first world war, during which, as a 
captain in the R.A.M.C., he served in France and Italy 
from 1915 to 1918. After a few months as an assistant 
medical officer of health in Wiltshire he was appointed 
county medical officer of the North Riding of York- 
shire. After four years in that post he became 
medical officer of health of Croydon, but in 1927 he was 
selected, out of a large number of applications for the 
post, to succeed the late Sir John Robertson as medical 
officer of health of Birmingham. To his qualities as an 
experienced medical administrator Newsholme added the 
authority of a man of high principles and one of deeply 
religious convictions. While he was at Birmingham the 
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duties of the medical officer of health became progres- 
sively more onerous. This was due not only to the 
growth of the city but also because much of the new 
legislation introduced during his period of office had a 
direct bearing on public health. This legislation cul- 
minated in the National Health Service Act of 1946. 
The Birmingham City Council was well aware of the 
contribution which Dr. Newsholme had made to public 
health progress in Birmingham, and on his retirement in 
1950 the council warmly acknowledged the fact that the 
transfer of functions necessitated by the N.H.S. Act 
had been effected so smoothly and efficiently was due in 
substantial measure to Dr. Newsholme and served as a 
fitting achievement to mark the conclusion of an out- 
standing career. During his early years in the public 
health service Newsholme had been lecturer in public 
health at St. Thomas’s Hospital, and from 1937 to 1941 
he was professor of hygiene and public health in 
Birmingham University. 

Although he published little on purely medical or 
scientific subjects, Newsholme was the author of a num- 
ber of books. Health, Disease, and Integration appeared 
in 1929, and in this as well as in the pages of Evolution 
and Redemption (1933), Christian Ethics and Social 
Science (1937), and Matter, Man, and Miracle (1951) he 
expressed his deeply felt religious views. To him, 
matters of the spirit meant more than to most men. At 
one time deacon at Carrs Lane Congregational church, 
Birmingham, Newsholme was received into the Roman 
Catholic Church in 1939 together with his wife, whom 
he married in 1914. He was elected president of the 
Midland Catholic Medical Society in 1949. He is sur- 
vived by his widow, three sons, and two daughters. His 
eldest son is a general practitioner in Hampshire, his 
second son is a veterinary surgeon, and the youngest, 
Dr. G. A. Newsholme, is at the Queen Elizabeth 
Hospital, Birmingham. 


W. G. PATTERSON, M.D., F.R.C.P., D.P.H. 


We record with regret the death on January 5 of Dr 
W. G. Patterson, senior administrative medical officer 
to the Newcastle-upon-Tyne Regional Hospital Board. 
He was attending a meeting of the Sunderland Hospital 
Management Committee when he had a fatal coronary 
thrombosis. 

William Gilchrist Patterson was born on July 3, 1900, 
the son of the headmaster of the school at Whitburn, 
West Lothian. From George Heriot’s School, where he 
was dux and played for the first fifteen, he went on to 
study medicine at Edinburgh University after serving 
in a combatant regiment in the first world war. He 
won the first Heriot university bursary, the McDonald 
scholarship, the Grierson bursary, and the Wilson prize 
and medal. After graduating M.B., Ch.B., with first- 
class honours, in 1924, he won the Ettles scholarship— 
awarded to the outstanding graduate of each year—and 
the Houldsworth scholarship and was appointed an 
assistant in the materia medica department of Edin- 
burgh University. He proceeded to the M.D. in 1926. 
Deciding to come south, he held the posts of house- 
physician and house-surgeon at the Cheltenham General 
Hospital and then became first assistant medical officer 
and deputy medical superintendent at the St. Marylebone 
Hospital in London. Having taken the D-P-H. of the 
English Royal Colleges in 1929, he was appointed medi- 
cal officer of health to the Chertsey combined districts 
and medical superintendent of Ottershaw Isolation Hos- 
pital. In 1930 he became a member of the Royal College 
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STABLE PRICES 


an announcement 


Following the public-spirited lead set by the Cement 
manufacturers and Wellcome Foundation, we have 
decided not to increase the prices of any of our products 
marketed in the United Kingdom during the next 


six months. 


In making this announcement, we are re-affirming 
a long-standing policy of keeping our prices down and 
reducing them at every opportunity. The prices of 
many of our preparations have been reduced several 
times over the last few years, despite the rising cost of 
fuel, raw materials, and wages. This policy has con- 
tributed to the remarkable record of price stability in 
the pharmaceutical industry; the wholesale prices of 
drugs and pharmaceutical preparations are now only 
4.1°, higher than in June 1949—compared with a rise 


of over 30°% in the general level of all wholesale prices, 
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ADVERTISEMENT BRITISH MEDICAL 


Psychosomatic 
or somatopsychicP & 


The influence of emotional and physical strain 
in provoking a wide range of psychosomatic 
manifestations is well known to every medical 
practitioner. Indeed, the incidence of these 
disturbances has recently been rated as high as 
1§% in rural and 2§% in urban practice.’ 


No one would dispute the fundamental importance 
of simple psychotherapy which the family doctor is 
so well placed to dispense; yet he, himself, 
recognises the need for a more materiai adjunct, 

a tonic and restorative which will assist the 
nervous system as well as the organism as a whole. 
Sanatogen is an active nutrient tonic, and the 
choice of many physicians in such circumstances. 


Conversely, the considerable effect of the general 
bodily health on the psyche merits consideration. 
That the mental outlook may be adversely 
affected by a poor nutritional state has long been 
recognised. Here again, the merits of Sanatogen 
as a high protein tonic nutrient are apparent. 


Sanatoge 


JOURNAL 


Sanatogen is a protein-glycerophosphate 
complex; 95° casein rich in essential 
amino-acids; §° sodium glycerophosphate, 
yielding most readily assimilable phosphorus. 
Because of its high nutrient value and 
accepted tonic and restorative effects on the 
entire nervous system, it is of signal value 

in all forms of physical and mental debility. 


There is half-a-century of clinical 
confirmation of the successful prescription 
of Sanatogen in all types of asthenia 

and psychasthenia. 


* Practitioner (1954). Vol. 172, p.183. 


THE HIGH PROTEIN TONIC 


THE WORD ‘SANATOGEN’ IS A REGISTERED TRADE MARK OF GENATOSAN LIMITED, LOUGHBOROUGH, LEICS. 
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of Physicians of London. After a few years in Surrey 
he was appointed medical officer of health and school 
medical officer to the County Borough of Barnsley, but 
in 1937 he returned to Surrey as deputy county medical 
officer. In 1945 the late Dr. J. Ferguson resigned from 
the post of county medical officer of Surrey, and Patter- 
son was chosen to succeed him. He held this post for 
only two years, because some months before the coming 
into operation of the National Health Service Act in 
1948 he was selected for the appointment of senior ad- 
ministrative medical officer to the Newcastle-upon-Tyne 
Regional Hospital Board. During his last year in Surrey 
Dr. Patterson was chairman of the Kingston Division 
of the British Medical Association. He was elected 
F.R.C.P. in 1951. 


H.M.C.M. and C.M. write: By the sudden death of 
W. G. Patterson the National Health Service has lost one 
of its most brilliant medical administrators—one of the very 
few who deliberately abandoned the prizes of clinical medi- 
cine which were within his grasp for an administrative 
career. He began his life work in administrative medicine 
and public health as an assistant medical officer to the 
Surrey County Council, and it was when he returned to 
Surrey as deputy county medical officer in 1937 that he be- 
gan his close association with Dr. James Ferguson, the county 
medical officer, which was to bear fruit in the great up- 
grading of the Surrey County Council hospitals, culminating 
in the new hospital at St. Helier, for the conception of 
which Patterson was largely responsible. The outbreak of 
war in 1939 brought its own problems. Dr. Patterson 
threw himself wholeheartedly into the organization of the 
county casualty service and the development of the county 
hospitals to meet the enormous added burdens placed upon 
them. On Dr. Ferguson's retirement Patterson became 
county medical officer of Surrey, but his association with 
Ferguson, which always had been in the nature of a part- 
nership, continued when Ferguson took up work af the 
Ministry of Health. The post-war period was a very busy 
one, with the reorganization of the hospital service and 
the administration of great social measures in education, 
national assistance, and public health. 

With the setting up of regional hospital boards, it was 
no surprise that Patterson should leave the county council 
for the hospital service, to which he was devoted, but it 
was a surprise that he chose the Newcastle region, being 
the first senior administrative medical officer to be appointed 
in this country. In Newcastle he quickly gathered around 
him a team of men who responded to his inspiring lead 
and gave the Newcastle region a flying start over most of 
the other boards. He was elected the first chairman of the 
S.A.M.O.s, and was appointed by the Minister of Health 
to the Standing Medical Advisory Committee, and subse- 
quently to the Standing Nursing Advisory Committee of 
the Central Health Services Council. 

Apart from his contribution to the medicine of his time, 
Patterson will be remembered for his courage and his un- 
swerving loyalty to the very high ideals which he held. 
Never would he sacrifice principle to expediency. Such 
men are rare, and the health service of this country is the 
poorer by his passing. He leaves a widow, four sons, and 
a married daughter—a family of which he was very proud. 
His eldest son, after heading the classical tripos list at 
Cambridge, has lately joined the Foreign Office ; his second 
son was recently head boy at Epsom, and there are two 
younger boys. 


E. J. WRIGHT, M.B.E., M.R.C.S., L.R.C.P., D.T.M. 


We record with regret the death in December last of 
Dr. E. J. Wright, who practised for many years in Free- 
town, Sierra Leone, and for over 30 years was honorary 
secretary of the Sierra Leone Branch of the British 
Medical Association. 

The son of a distinguished African barrister, Ernest 
Jenner Wright was educated in Belgium, and later, 
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having decided on medicine as a career, enrolled 
at St. Mary’s Hospital Medical School. He quali- 
fied M.R.C.S., L.R.C.P. in 1914, taking the Liverpool 
D.T.M. in the same year. After qualification he 
decided to make his career in Sierra Leone and joined 
the Colonial Medical Service. He quickly established 
himself in Freetown, where his reputation as a doctor 
of ability soon came to be recognized, and he ultimately 
attained the status of specialist-physician in the Colonial 
Medical Service. For some years he was honorary 
consulting physician to the Government of Sierra Leone. 
Malnutrition was a subject which especially interested 
him, and he published some of his observations in this 
and other journals. For many years he supervised the 
work at the Maternity Hospital, Freetown, before hand- 
ing over the responsibility to his daughter, Dr. Sophie 
E. J. Wright. A member of the British Medical Associa- 
tion since 1922, he acted as honorary secretary of the 
Sierra Leone Branch from March of that year until 
June, 1952, an exceptionally long period for a secretary 
to hold office. He was appointed M.B.E. in the 1938 
Birthday Honours. 

Outside his profession Wright had many hobbies 
chief among which were collecting early West African 
coins and books on Sierra Leone. An authority on the 
early history of West African settlements, he took more 
than a passing interest in archaeology. He is survived 
by his widow and four daughters. 


P. A. BUXTON, C.M.G., M.R.C.S., D.T.M.&H. 
F.R.S 
We are indebted to Dr. W. N. Leak for the following 
appreciation of the late Professor P. A. Buxton, whose 
obituary was published in the Journal of December 24, 
1955 (p. 1565) : 


As I knew Pat Buxton well at Trinity the following side- 
lights may interest the many who only knew him later. Un- 
like anyone else, if he had friends to tea, however interest- 
ing the conversation, exactly at six o'clock he would say, 
“ Out you go, chaps, I must work,” and he did. He joined 
the R.A.M.C. as a private as soon as the 1914 war broke 
out, and a few weeks later I was surprised to receive a tele- 
gram asking for advice about a 1/12-in. lens. Near his 
camp he had found a friendly clergyman who would lend 
him an attic for microscopical work. Camps change quickly, 
time was short, so a letter was too slow. The next time 
I met him was in Jerusalem. He was then busy “ shoving 
thermocouples up the backsides of locusts” in the Jordan 
valley. He had found that one variety was able to keep itself 
at a lower temperature than the surrounding rocks. I asked 
the point of these investigations. “ My dear Norman, don't 
you see that if I could find out how the locust does it I 
might be able to save people from getting sunstroke ?” But 
this kind of research was too abstruse for the Palestine 
authorities and they were glad to see him go—into a wider 
sphere where his unique combination of scrupulous observa- 
tion with a wide-ranging imagination did so much to enrich 
entomology and @ bless mankind. Such was Pat Buxton 
unconventional to the verge of eccentricity, practical to the 
verge of fantasy, a demon for work, but a very good 


friend. 


Dr. ROMAN ResTHAR, formerly lecturer in surgery and 
anaesthetics in the Polish School of Medicine at Edinburgh 
University, died suddenly in New Zealand on November 
28 at the age of 46. Born in Poland on September 29, 
1909, Roman Rejthar graduated in medicine at the Univer- 
sity of Poznan in 1936, and soon afterwards was appointed 
senior assistant in the department of surgery in the univer- 
sity. When the second world war broke out in 1939 he 
took part in the campaign in Poland, but escaped after his 
country was occupied by the Germans and Russians and 
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joined the Polish Army in France in 1940. From 1941, might come at any moment, but he carried on cheerfully 


when the Polish School of Medicine in Edinburgh was 
founded, until 1948 he was a lecturer to Polish students at 
Edinburgh Royal Infirmary. He obtained the M.D. of the 
Polish School of Medicine in 1946. He had a friendly, 
generous nature and made many friends among the 
Scottish doctors. Later he was senior registrar at Ashington 
Hospital, Northumberland, leaving in 1951 for New 
Zealand, where he settled at Te Awamutu. His premature 
death will be greatly mourned by his many friends and 
colleagues. He is survived by his widow and son.—W. 1 


Dr. Peter Stevens died in the Watford Peace Memoria! 
Hospital on December 8, 1955, at the age of 42. The son 
of a well-known Czech business man, Peter Stevens 
(formerly Zdenek Steiner) was born on November 8, 1913. 
and began the study of medicine in Czechoslovakia, but 
completed it in Great Britain, graduating M.B., B.Ch. in 
1943 at the Queen's University, Belfast. He then served 
in the R.A.M.C. until 1946. On demobilization he became 
interested in diseases of children, and while working at the 
West Middlesex Hospital obtained the D.C.H. of the English 
Royal Colleges in 1948. After taking a course on child 
psychiatry at the Maudsley Hospital he became registrar at 
Horton Hospital, Epsom. In 1953 he had a coronary throm- 
bosis, which prevented further progress towards the D.P.M.. 
and for the last three years he had worked at Leavesden 
Hospital, first as junior hospital medical officer and for the 
last two years as senior registrar. He continued to show an 
interest in child psychiatry, being particularly concerned 
with the care of juvenile patients. In spite of the diffi- 
culties he had experienced in his short life—leaving his 
own country, losing a child at the age of 7 from leukaemia. 
and more recently his own illnesses—Dr. Stevens remained 
cheerful and sociable and showed a kindness to the 
sick which endeared him to all his patients. At Leavesden 
he was popular with staff and patients alike and will be 
missed by all. As he appeared to have recovered from the 
attack of coronary thrombosis of three years ago, his many 
friends were shocked to hear of the recurrence from which 
he ultimately died. He leaves a widow and a daughter aged 
9, to whom our sympathy is extended.—E. W. S. 


Dr. E. A. Marson died at his home at Wilmslow, Cheshire, 
on December 8 at the age of 55. Edward Ault Marson was 
born on April 25, 1900, and was educated at Hulme Gram- 
mar School and at Manchester University, where he 
graduated M.B., Ch.B. in 1925, After completing his resi- 
dent appointments at Ancoats and St. Mary's Hospitals he 
went into general practice in Manchester, and it was not 
long before he became a visiting anaesthetist to Ancoats 
Hospital and Stockport Infirmary. In 1936 he obtained the 
D.A. of the English Royal Colleges, and his anaesthetic 
work increased to such an extent that in the following year 
he gave up general practice to devote his whole time to the 
specialty. Dr. Marson was one of the prime movers in the 
formation of the Manchester and District Society of Anaes- 
thetists in 1945, and was its first honorary secretary. The 
society amalgamated with the Manchester Med cal Society, 
and in 1952 he was elected president of the section of 
anaesthetics. In 1949 he was appointed to the staff of the 
Manchester Roval Infirmary as a pwns en anaesthetist, 
and four years later was elected a Fellow of the Faculty of 
Anaesthetists of the Royal College of Surgeons of England. 


Dr. C. E. Sykes writes: Although of a very modest and 
unassuming nature Marson did much to forward the local 
development of his specialty. He will be remembered, how- 
ever, for his sterling qualities of character, which endeared 
him to all. He was a most devoted husband and father. 
As a colleague he would answer a call for help with a 
generous expenditure of time and energy. His gentle care 
and consideration for his patients was boundless, and to 
those with whom he worked he was courteous, patient, and 
understanding. During the last few years Marson suffered 
several severe attacks of illness; he knew that the end 


and with no word of complaint. His splendid example is 
an inspiration to us all. Our sympathy goes out to his 


widow and daughter. 


Dr. J. A. Montcomery died on December 13, after a 
short illness, at the age of 54. James Aitken Montgomery 
was born in Glasgow on May 30, 1901, and was educated 
at Hillhead High School and at Glasgow University, where 
he graduated M.B., Ch.B. in 1924. He proceeded to the 
M.D., with a commendation, in 1933. During his under- 
graduate years he was a prominent member of the Rugby 
side composed of former pupils of his school. After grad- 
uation he held resident appointments at the Royal Infirmary. 
the Eye Infirmary, and the Belvedere Fever Hospital. In 
1936 he became resident physician and later physician- 
superintendent of Coppetts Wood Isolation Hospital. 
London. There he worked, apart from a period of service 
at home and in India in the R.A.M.C. during the second 
world war, until a few days before his death. Dr. 
Montgomery had a simplicity and sincerity of character 
that attracted all who knew him, and his disinterest in the 
acclaim of his fellows added to his kindly charm. Even in 
his schooldays he enjoyed a popularity unrivalled by any of 
his more prominent contemporaries. His personal trials in 
life he met with quiet confidence, courage, and cheerfulness. 
In his work he was keenly interested in every new technical 
advance, but most of all in the people under his care. He 
was a contented man of simple tastes, and his marriage was 
blessed with great happiness. His widow survives him 


Dr. Octavia M. S. Lewin died in London on December 27. 
1955, aged 85. Octavia Margaret Sophia Lewin was born at 
Ware, Hertfordshire, on February 2, 1869. From Queen’s 
College, London, where she was Arnott scholar, she won 
the Goldsmith scholarship to Girton College, Cambridge. 
She studied medicine at the London School of Medicine 
for Women and at the Royal Free Hospital, graduating 
M.B., B.S. (London) in 1896. After holding the post of 
resident medical officer at Chorlton Union Infirmary she 
returned to practise in London, becoming for a time an 
assistant anaesthetist at the Royal Free Hospital. But her 
main interests lay in the specialty of oto-rhinology, and she 
held strong views on achieving health by correct breathing 
and by paying attention to nasal hygiene, writing many 
papers on these topics in educational and other journals. 
During the first world war she served as assistant surgeon 
to the English Military Hospital in Dieppe, and from 1915 
to 1916 she was on the staff of a French military hospital 
in Charenton. Towards the end of the war she was 
appointed aural surgeon to the Women’s Hospital Corps, 
Endell Street Military Hospital, London. After the war 
she continued in practice as a consulting rhinologist, and 
held appointments under the London County Council at 
child welfare clinics; she was also clinical assistant to the 
Central London Throat and Ear Hospital. She took a 
prominent part in the work of the Women’s Freedom 
League and the Federation of University Women. She 
was also a governor of Bedford College and a school 
manager under the London County Council. In 1945 she 
was elected a member of the Faculty of Homoeopathy. 


Dr. Etuet M. TOWNEND, who was one of the first women 
doctors to practise in Hull, died on December 25, 1955, at 
the age of 81. Ethel Maude Townend was born in Hull 
on December 3, 1874. She studied medicine at the Royal 
Free Hospital, graduating M.B., B.S. in 1905. Two years 
later she proceeded to the M.D. After working as house- 
physician and resident obstetrician at the Elizabeth Garrett 
Anderson Hospital, she took a post as house-surgeon at 
the Hospital for Women and Children in Leeds. Later she 
returned to London as resident medical officer at the Mission 
Hospital at Plaistow. In East Hull, where she eventually 
settled in practice about 50 years ago, she lived a busy and 
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“This was by far the most effective and useful orally administered agent for 
reducing blood-pressure which we have yet used. In our opinion this substance 
is fully worthy of a trial in every case of essential hypertension in which 
treatment is thought to be necessary. The severe cases, which always need 


treatment, are as likely to respond as the mild *’. 
British Medical Journal (1955) 1 : 809 


*Rauwiloid’ is a selected fraction of the alkaloid hydrochlorides of Rauwolfia 
serpentina, and combines the hypotensive activity of reserpine and rescinnamine 
with that of the other desirable alkaloids of the crude drug. *Rauwiloid’ 
should be regarded as the basic treatment for all grades of hypertension, 

If sufficient lowering of blood-pressure is not apparent after 2/3 weeks use, 
*Rauwiloid + Veriloid’ and ‘Rauwiloid’ + Hexamethonium, tried in that 
order, are suggested as suitable agents. In each case ‘Rauwiloid’ reduces 
the side-effects of the potent antihypertensive, and in both combinations 


dosage is regulated solely by the patient's requirements for the more potent agent, 


Dosage of ‘ Rauwiloid’ is simple — two tablets at night are usually sufficient, 
and this dosage can be reduced to one for maintenance therapy. 
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* The immediate clinical results were assessed after 
the first month’s treatment in four main groups : 
(A) pronounced relief (symptom free) ; (B) definite 
relief (minor symptoms with no pain) ; (C) doubt- 
ful relief (symptoms persisting but improved) ; 
(D) no relief 

81°, of cases became symptom free—70% 
of them during the first week and 30°% during the 
second week ; a further 9°¢ were relieved of the 
majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases. 

* Four of the nine cases in groups C and D have 
elected to go to surgery, and one of the remaining 
cases has a hiatus hernia as well as a duodenal 
ulcer. Experience of treating these * failures ’ over 
the past six years leads one to believe that no form 


of medical treatment will be effective and that 
surgery is the only hope of relieving their symptoms 
In 75% of the cases the patients were of the 
opinion that the tablets were superior to alkaline 
powders, and they found that they were able to 
take foods which they had avoided for years. 


“ The treatment is ideal for general practice, where 
its simplicity appeals to both patient and doctor, 
and, although its mode of action remains an 
unsolved problem, this should not deter its use in 
a condition the cause of which remains a riddle 
Finally, while the possibility of toxic effects does 
arise, none has been reported or found in this 
series ; but, as a precaution, the tablets should 
not be administered to young children.” 
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useful life, building up a well-deserved reputation as a 
conscientious and skilful physician. As an obstetrician she 
was held in particularly high regard by her colleagues in 
Hull, where she was medical officer to the municipal 
maternity home. She made a special study of the induction 
of labour and had written severa! articles on the subject, 
published in this and other journals. She was a past presi- 
dent of the Hull Medical Society. 


R. B. B. writes: To pay an adequate tribute to the memory 
of Dr. Townend is a well-nigh impossible task. Her life 
was dedicated to her Presbyterian Church, Prospect Street, 
Hull, of which she was a lifelong member, and to her pro- 
fession. Many years ago, after a maternity home had been 
taken over by the Corporation, she became the founder and 
chief donor of a maternity block in the grounds of the 
Women’s Hospital, Cottingham Road, Hull, and named the 
Townend Maternity Home in memory of her parents. She 
was known to many charitable organizations as a generous 
benefactor: she founded a Medical Missions Trust to assist 
medical missionaries to obtain refresher courses ; she gave 
a very handsome sum to the maternity home ; she presented 
to the People’s Dispensary for Sick Animals a mobile dis- 
pensary. Apart from Dr. Townend’s reputat’on as a sound, 
skilful physician and obstetrician, her personal qualities 
were such that she made many close friends who will always 
remember her charm of manner, her kindness, and her sym- 
pathetic understanding. The city of Hull has lost a great 
benefactor, one who always supported the many worthy 
charities and one whose cultural interests were widely 
known; and the medical profession has lost one of its 
most respected and able members, whose memory and 
attainments will not be easily forgotten. 


Mr. W. H. Rowe Jeremy, ophthalmic surgeon to the West 
of England Eye Infirmary, Exeter, died suddenly on Decem- 
ber 27, 1955, at the age of 46. William Harold Rowe Jeremy 
was born on January 27, 1909. From Emmanuel College, 
Cambridge, he went on to St. Bartholomew's Hospital, quali- 
fying M.R.C.S., L.R.C.P. in 1937 and taking the degrees of 
M.B., B.Chir. in the same year. Interested in ophthalmology 
from the beginning of his career, he held the appointments of 
ophthalmic house-surgeon at St. Bartholomew's and house- 
surgeon, resident medical officer, and registrar at the Royal 
Westminster Ophthalmic Hospital. He served in the Royal 
Air Force as an ophthalmic specialist throughout the second 
world war, obtaining the D.O.M.S. of the English Royal 
Colleges in 1943. After demobilization he settled at Exeter, 
and was appointed ophthalmic surgeon to the West of 
England Eve Infirmary, to the North Devon Infirmary, Barn- 
staple, to the West of England Institute for the Blind, Exeter, 
and to other institutions in the west country. He became 
assistant honorary secretary of the Exeter Division of the 
British Medical Association in 1948, and since 1952 had 
served also as public relations officer of the Division. 


H.S. G. writes: It was with a shock and deep distress, on 
their return from the Christmas break, that Rowe Jeremy’s 
friends, colleagues, and patients heard of his sudden death. 
He had seemed his usual cheery and energetic self when I 
saw him two days before the holiday, and I wished him the 
usual compliments, adding that I hoped he would have a real 
good rest, to which he replied, “ No such luck—too many 
domiciliary eye tests.” This was characteristic—he worked 
all hours and all days. His opinion was greatly valued: 
doctors and their families sought his skill, the pupils at the 
School for Partially Sighted were a special interest, and to 
each and every one he gave of his best. Others can speak of 
Rowe Jeremy's work as an ophthalmic surgeon. I can speak 
of him as I met and chatted with him on our mutual door- 
step. There we would discuss an interesting case or a 
B.M.A. problem. As public relations officer of the Division 
he was ready at all times, never sparing himself. He will be 
sorely missed—he left us far too soon—but it is to his widow 
and his three young children that the Division extends its 
deepest sympathy 


OBITUARY 


Medico-Legal 


SURGEON CHARGED WITH FALSE PRETENCES 


A South Wales consultant in obstetrics and gynaecology, 
Mr. Robert Hodkinson, of Church Village, near Pontypridd, 
was committed for trial at Pontypridd court on January 4-5 
on charges of obtaining money and attempting to obtain 
money by pretending that women on whom he performed 
operations at local hospitals were private patients, and that 
he was entitled to fees for such operations. Mr. Hodkinson 
was committed for trial at Glamorgan Quarter Sessions at 
Swansea on March 19. He pleaded not guilty to all charges 
and reserved his defence. Bail was granted. 


_Universities and Colleges 


UNIVERSITY OF OXFORD 


Dr. C. W. Carter has been appointed representative of the Uni- 
versity on the board of governors of the United Oxford Hospitals 
until March 31, 1959. 

Dr. Janet M. Vaughan, Principal of Somerville College, has 
been appointed the delegate of the University on the Postgraduate 
Medical Studies Committee until October 1, 1958, and a member 
of the Committee for the Scientific Collections in the University 
Museum until October 1, 1957. 

In Congregation on November 19 the degree of D.M. was con- 
ferred on K. B. Taylor. 

The Theodore Williams Scholarship in Pathology for 1955 
has been awarded to Walford John Harrison (Balliol College). 


UNIVERSITY OF ABERDEEN 


At a Graduation ceremony on December 14 the following degrees 
were conferred : 

M.D.—Muricl M. (with commendation). 

M.B., Cu.B.—I. Anderson, R. A. Bennet, Phyllis L.D 
Cruickshank, G. ad G. Hunter, M. S. Luckhoo, J. T. 


UNIVERSITY OF EDINBURGH 


At a Graduation Ceremonial on December 16 the following 
degrees and diplomas were conferred : 


M.D.—Margery A. Lawley, *J. A. H. Lee, *Rachel B. Mackay, D. S. 

—-. J. B. Primmer, *J. D. Robertson, J. L. Stewart. 
D.Sc.—In the Department of Pure Science: G. W. A. Dick, M.D., 

F.R.C.P.Ed 

Pu.D.—Jn the Faculty of Medicine; G. D. Forwell, M.B., Ch.B. 

M.B., Cu B.—Catherine G. Butcher, C. S. Cairns, I. McL, Campbell, 
R. I. Davies, T. K. Hay, I. M. Hourston, J. O. Jones, Thalia H. Lowe, 
R. T. McKay, J. C. Ramsay, M. D. Scott, P. M. Shaw, J. R. Mcl 
Shepherd, Isobel M. Sinclair, Phyllis Watson, E. Whittaker. 

Diptoma Pustic HeattH.—Ariane G. M. Wiseman. 

Diptoma tN Mepicat RapropiacNosis —J. K. Davidson, L. Frain-Bell, 
K. W. M. Grossart, M. W. MacD. Hadley, H. Innes. 

IN Mepicat RapioTHerapy.—J. T. Lamb, A. L. Meikle, W 
Muirhead. 

DipLoma IN PsycutatTry.—F. Badrock, P. G. McGrath, H. B. Milne. 


The following scholarships, etc., were awarded in the Faculty 
of Medicine: Graduate Research Scholarship, Joyce D. Baird, 
M.B., Ch.B. Graduate Travelling Scholarship, 1. S. R. Sinclair, 
M.B., F.R.C.S.Ed. Coldstream Memorial Medical Missionary 
Bursary, D. J. Harrison. Gunning Medical Bursaries, P. A. 
Loynds and G. Sachs. Andrew Graham Ritchie Bursaries, J. D. 
Bell, T. Hamilton, G. E. Philip, A. Ramsay. E. B. Jamieson 
Prize in Anatomy, E. 1. Adam. 

*Commended for thesis. 


UNIVERSITY OF DUBLIN 
or Puysic, Trintry COLLEGE 
The following degrees were conferred on December 8: 


M.B., B.Cn., B.A.O.—D. A. Akisanya, B. C. Anyakwo, R. I. Clingen, 
E. H. Crennell. D. W. D. Evans, G. Fletcher, N. H. Fletcher, J. T. Gaston, 
Cc. W. J. Hart, J. J. Hazlett, C. J. Higgins, J. L. Hyslop, D. L. Kelly, 
J. R. Marsha!!l, J. B) W. Maxwell, N. A. Nassim, Patricia E. O’Neill, 
Cc. G. C. Petit, M. B. C. Reidy, I. B. Sangmuah, Monica W. Taylor, 
J. A. C. Terry, L. Warke. 


The following candidates have been approved at the examina- 
tion indicated : 
M.D.—R. A. L. Agnew, K. M. Shaw. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending December 24 
(No. 51) and corresponding week 1954. 

Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, ie 
17 principal towns im Scotland, the 10 principal towns in Northern Irciand, 


and the 14 principal towns im Eire 
A blank spa fenotes disease not notifiable or no return available 


The tabk based on information supplicd By the Kegistrars-General of 
England and Wal Scotland. N. Ireland, and Eire, the Ministry of Health 
and Local Government of N_ Ireland, and the Department of Health of Eire 

CASES 1955 isS4 
and Londea 1518 ZEEE 
us ia [= | 
Diphtheria 13 2 4 0 3 15) 2 4 Yo ! 
Dysentery 837) 365 97) 3401 331177 +7 
| 
Encephalitis, acute 0 2 1! 
| 
fever: | 

Typhond 6 0 0 2 0} 0 3 

Paratyphoid 13(B) ! ol 
ood-poisoning 120 6 1) 138 16 1} 
infective enteritis or | 

diarrhoea under 

2 years 12 > 5) 12 
Measies* | 2,480) 15) 61 6 341 5.840) 328] 309| 103 

Meningococcal infec- | 

tion 77 23} 2 6 
Ophthalmia neona- | | 

torum | 23 i 5 0 27) 6, 7 Oo 
Pneumonia | 534 69 260 6 2 756; 42) 201 7 
Polomyelitis, acute: | | | 

Puerperal fever 176, 26 7 oO 1 179} 29 12) @ 
Scarlet fever 951 42, 107 26 21 673) S52, 108 31} 20 
Tuberculosis | 
Respiratory 434 59 122) 22 493) 56) 102) 15) 
Non-respiratory 70 8 12 5 69 3 13 2 
Whooping-cough 38 79) 43) 791 1.256 110, 
19558 1954 
DEATHS -—- 
Dysentery 0 0 0} 
Bacephalitis acute | 0 
Enteric fever o of Of 
infective enteritis or | 
diarrhoea under | 
2 years 6 o@ oF 2 x o of Of O 
- _- ~- = - 
Influenza 14) 3 2; 6 
Meningococcal intec- | | | 
tion ( 1} o o 
Pneumonia 328] 68) 23) 7 wi} 47) 27 6} 10 
Polomyctitis, acute | | 0 0 0 
Scarlet fever 0} 0 ol oO 0 
Tuber | | 

2 

= 
Whooping-cough o a o > i oF 
Deaths 0-1 year | 201) 23, 22 9 191) 17) 25 = 7 

stillbirths) 6,259 696 96} 5.626 746 $99! 87 126 
LIVE BIRTHS 6113! 897| 865] 15¢ $.294] 806) 730, 165! 236 
STILLBIRTHS ws 25 19 oo 12) 

* Mea t notifiable in Scotland, whence returns are approximate 

* Includes primary and influenzal pneumonia 

Includes puerperal pyrexia 
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Mild Bronchitis in Liverpool Babies 

About 200-300 babies in the Liverpool area have recently 
been affected by mild acute bronchitis. The attack lasts 
about three days or so; some of the babies look ill at first, 
but the disease runs a brief and benign course. Radio- 
graphy has shown that pneumonia does not develop. A few 
of the babies have had transient diarrhoea. The death of 
one young baby from acute bronchiolitis has been recorded ; 
the aetiology of this case may have been different from that 
of the others. Investigations are being made into the possi- 
bility that a virus has caused the outbreak, but present 
expectations are that no specific virus will be isolated. 


Influenza 

There is at present no evidence of outbreaks specifically 
due to the influenza virus, though a few outbreaks of diseases 
like influenza have been reported and are being investigated. 
In the week ending December 31, 1955, deaths from influenza 
in the 160 great towns of England and Wales increased from 
14 to 25, the highest number recorded so far this winter 
Deaths from pneumonia increased by 51 from 328 to 379. 


London's Health in 1955 

The birth rate in London again declined slightly in 1955, 
according to provisional figures reported by the County 
Medical Officer of Health, Dr. J. A. Scorr. It was 15.0 
per 1,000 population, and the decline has been continuous 
from 20.9 in 1947. The average for 1931 to 1940 was 13.8. 
The death rate was 11.4 per 1,000 population, a rise of 0.7 
over the low record of 10.7 in 1954. The infant mortality 
rate was 23 per thousand live births, 2 more than the 
record low figure of 21 in 1954, and the same as the rate 
in 1952. Only 31 deaths were recorded under maternal 
mortality, giving a rate of 0.61 per thousand live and still 
births. A heavy incidence of poliomyelitis and measles was 
recorded, though the mortality from measles was low (14 
deaths). 990 cases of poliomyelitis were notified and deaths 
numbered 26. These figures approached the record high 
figures of 1947, when 1,007 cases were notified. with 47 
deaths. 

Week Ending December 31 

The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 856, 
whooping-cough 878, diphtheria 11, measles 2,759, acute 
pneumonia 652, acute poliomyelitis 62, dysentery 559, and 
paratyphoid fever 9. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the nine 
years 1946-54 (influenza, 1952-4) are shown thus ------ ? 
the figures for 1955 thus ————. Except for the curves 
showing notifications in 1955, the graphs were prepared at 
the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine 
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Infectious Diseases 


Infectious diseases were less prevalent in England and 
Wales during the week ending December 24, 1955, as is 
usual just before Christmas. The falls in the number of 
notifications included 472 for measles, from 2,952 to 2,480, 
128 for whooping-cough, from 1,068 to 940, 90 for food- 
poisoning, from 210 to 120, and 84 for scarlet fever, from 
1.035 to 951. 

The fall in the incidence of measles was largest in Wales, 
where the number of notifications decreased by 255, from 
750 to 495. The largest local falls in the number of notifi- 
cations of measles were 97 in Glamorganshire, from 299 
to 202, 65 in Kent, from 177 to 112, 57 in Northampton- 
shire, from 138 to 81, 56 in Lancashire, from 463 to 407, 
42 in Carmarthenshire, from 109 to 67. The largest fall in 
whooping-cough was 33 in London, from 71 to 38. The 
largest fall in scarlet fever was 38 in London, from 80 to 42. 
13 cases of diphtheria were notified, being 4 fewer than in 
the preceding week. The largest returns of diphtheria were 
Essex, West Ham C.B. 4, and Lancashire, Liverpool C.B. 3. 

64 cases of acute poliomyelitis were notified. These cases 
were 14 fewer for paralytic and 11 fewer for non-paralytic 
cases than in the preceding week. The largest returns were 
London 8, Lancashire 7, Surrey 6, Kent 6, Middlesex 5, 
Warwickshire 5 (Birmingham C.B. 3). 
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857 cases of dysentery were notified, being 20 more than 
in the preceding week. The chief features of the returns 
were an increase of 50 in the outbreak in Wakefield C.B 
and an increase of 41 in the outbreak in Norwich C.B. A 
further rise of 19 was recorded in Thorne R.D., where 293 
cases have been notified in the past four weeks. The largest 
returns were Yorkshire West Riding 317 (Thorne R.D. 106, 
Wakefield C.B. 105, Leeds C.B. 35, Huddersfield C.B. 26). 
Lancashire 80 (Liverpool C.B. 19, Poulton le Fylde U.D 
12), Norfolk 75 (Norwich C.B. 61), Yorkshire East Riding 
64 (Beverley M.B. 54), London 56 (Finsbury 21, Islington 
11), Middlesex 24, Staffordshire 21 (Stafford M.B. 19), and 
Worcestershire 20 (Redditch U.D. 13). 


Medical News 


Advice for Speakers at B.A. Meetings.—That scientists 
should try to make themselves more intelligible to the lay- 
man was one of the main themes of Sir RAYMOND 
PriestLey’s address at his installation as President of the 
British Association on January 6. Unless they did this, he 
said, they would cut less ice than they should with a lay 
audience, or “even with specialists outside their own field.” 
He urged speakers at this year’s meeting of the association 
at Sheffield, “ whether mature and experienced or young 
and aspiring, to get down to earth in the language which 
they use to clothe their ideas and set out their discoveries.” 
Sir Raymond Priestley, as befits the British Association's 
president in an international geophysical year, is well 
acquainted with Antarctic exploration. He was geologist 
to Shackleton’s 1907-9 expedition and scientist to Scott's 
northern party (1910-13). Later he held successively the 
posts of Vice-Chancellor of Melbourne University and Vice- 
Chancellor and Principal of Birmingham University, 


Medical Questions on Radio.—On Tuesday, January 17, on 
the Light Programme (5.30 p.m.), the British Broadcasting 
Corporation is launching a new weekly series called “ Is there 
a Doctor in the House?” Describing the programme as a 
“ Medical Brains Trust,” the B.B.C. states: “ Questions of 
general interest concerned with medicine and biology, sent 
in by listeners, will be answered by experts.” Mr. Percy 
Cuputpp, former editor of the Daily Herald, will be the 
question master and chairman of a panel of experts, consist- 
ing of three anonymous doctors and a guest speaker. The 
composition of the panel may vary from time to time, but 
will always include a general practitioner and a consultant 
physician. The guest speaker for the first three weeks will 
be Professor P. B. Mepawar, F.R.S., Jodrell Professor of 
Zoology and Comparative Anatomy at University College 
London. 


Group Discussion.—The technique of running successful 
discussion groups and small conferences is the theme of 
a small working conference being held at Eastbourne from 
January 31 to February 6, under the chairmanship of Dr. G. 
Brock CHISHOLM, formerly director-general of W.H.O. The 
conference is sponsored jointly by the World Federation for 
Mental Health and the Josiah Macy Jr. Foundation of New 
York. Membership of the conference is limited to about 25 
invited speakers and the meetings will be held in private : 
in addition to those from international organizations and 
Britain, speakers are coming from the United States, 
Canada, India, France, Germany, and Holland ; the majority 
are administrators, psychiatrists, psychologists, or sociolo- 
gists, but among them are two educators, an anthropologist, 
a historian, and a diplomat. Group discussions are increas- 
ingly the fashion at international and national meetings, and 
the fact that they are not always as successful as they might 
be has prompted this study. Its sponsors hope that the 
conference may compile a useful manual on the subject. 


Nuffield Foundation Dental Fellowships.—The Nufficld 
Foundation announces fellowships for medical and science 
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graduates, and for those with dental qualifications, with 
the object of training them for posts in teaching and research 
on dental health and disease. So far as possible the amount 
and conditions of awards will be adapted to the needs of the 
candidate. Applications for fellowships must be received 
by March 1. Full details may be obtained on application 
to the Nuffield Foundation, Nuffield Lodge, Regent's Park, 
London, N.W.1. 


Social Medicine Research Unit. The Medical Research 
Council's social medicine research unit, whose director is 
Dr. J. N. Morris, has been transferred to the London Hos- 
pital. Letters should be addressed to the Unit at the London 
Hospital Research Laboratories, Ashfield Street, London, 
E.1 (Telephone: STEpney Green 5257) 

The Pope on Painless Childbirth.—On January 8, in Rome, 
the Pore addressed an international congress of Roman 
Catholic gynaecologists on the ethical aspects of “ painless 
childbirth.” He referred in particular to what has been 
termed the “ psycho-prophylactic™ method, developed in 
Russia by the followers of Pavlov, and also to the method 
of Dr. Grantly Dick Read. According to reports at present 
available, the Pope, while reserving judgment on the 
scientific aspects, made it clear that there was no scriptural 
authority to forbid the relief of pain in childbirth, and that 
in themselves such methods were to be regarded as moral. 
Indeed, he went further, stating that the elimination of pain, 
and hence of fear, from childbirth could have a positive 
moral value. 


Health Hazards in the Atomic Age.-The report from 
New York that a nuclear-powered B-36 bomber has been 
undergoing test flights in the United States marks the arrival 
of yet another potential hazard of the atomic age. What 
happens if the aircraft crashes? A joint announcement by 
the United States Air Force and the Convair Aircraft Com- 
pany is stated by the Manchester Guardian (January 10) to 
have confirmed that “police and other law enforcement 
officers of Texas had been briefed as to what to do in event 
of an accident involving the bomber.” No details, however, 
are given of the action they were to take, nor of the estimated 
magnitude of the hazard. 


Temporal Lobe Epilepsy.—The sum of £10,000 has been 
granted by the Peel Trust (under the aegis of the Mental 
Health Research Fund) to Runwell Hospital for research 
on the incidence of temporal lobe epilepsy in epileptic 
colonies and mental deficiency institutions. Runwell Hos- 
pital is a 1,.000-bedded mental hospital near Wickford, Essex. 
The work is to be carried out under the direction of 
Dr. D. W. Lippe, consultant psychiatrist at Runwell, with 
the assistance of a full-time research fellow. A new electro- 
encephalograph is being supplied by the Mental Health 
Research Fund. 


Education of Nurses..-Recommendations of a W.H.O. 
study group on the education of nurses, sponsored by the 
European regional office and held in Brussels in November, 
are now available. Two are particularly challenging: “ At 
least one experimental school of nursing should be set up 
in every country,” states the group, “ to evolve and test new 
methods in basic nursing education.” Successful procedures 
would then be adopted on a national scale. Another recom- 
mendation is that “ candidates preparing to be nurses should 
be students in fact as well as in name.” A full report is 
promised later. Other recommendations concern the need 
for each country to relate its demand for, and use of, nurses 
to its available resources ; standards for schools of nursing ; 
selection of students ; the nursing curriculum ; and appraisal 
of the educational programme provided. 


Salon des Médecins.—The 28th art exhibition for doctors 
dentists, pharmacists, and veterinary surgeons will be held 
from March 4 to 25 at the Musée d'Art Moderne. Paris. 
The French Minister of Health will award medals for the 
finest painting, sculpture, applied and decorative art, and 
photography. British doctors wishing to exhibit should send 
their name, address, qualifications, and titles of exhibits to 
Dr. P. B. Mater, 67, Ave. Pierre-Larousse, Malakoff (Seine), 
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France, without delay. Exhibits, which should also bear the 
above information, should be dispatched to Messrs. Davies 
Turner Ltd., 47, Graham Terrace, London, S.W.1, not direct 
to Paris. 

Parliamentary Private Secretary to Minister of Health.— 
Mr. R. H. Turton, the new Minister of Health, has 
appointed Mr. W. M. F. Vane, M.P., as his Parliamentary 
Private Secretary. Mr. Vane is the Member for Westmor- 
land. He is an authority on forestry. 


Society of Apothecaries of London.—Sir Horace Evans 
and Mr. R. A. Brews, F.R.C.O.G., have been elected to 
the Court of Assistants. Sir JAMES PATERSON Ross is to 
receive the Freedom of the Society, honoris causa. 


Reader in Biochemistry at Royal Free.—The appointment 
of Dr. E. O’Farrett WatsH, Ph.D., to the readership in 
biochemistry at the Royal Free Hospital School of Medicine 
is announced in the November issue of the University of 
London Gazette. The appointment was from October 1, 
1955. 

B.M.S.A. Student Travel Fund.—In 1954 the British Medi- 
cal Students’ Association decided to establish a travel fund 
to assist members to visit places or functions of medical 
interest abroad. At the association’s annual meeting last 
October (see also Supplement, October 29, 1955, p. 99), the 
first awards from the fund were announced. From 25 appli- 
cations, 9 awards were made totalling £50. This year it is 
hoped to increase the scope of the fund. 


Sir Horace Evans has been appointed medical consultant 
to the London Transport Executive in succession to the late 
Lord HoRDER. 

Mr. J. W. Woodcock, secretary of the Cambridge Uni- 
versity Medical School, has had conferred on him the degree 
of M.A. in respect of his university appointment. Mr 
Woodcock was on the staff of the B.M.A. from 1936 to 
1950, being latterly personal assistant to the Secretary 
During the war he was particularly concerned with the 
work of the Central Medical War Committee. 


Dr. C. F. V. Coyle has been installed as Master of the 
National Maternity Hospital, Dublin, in succession to 
Dr. A. P. Barry. 


COMING EVENTS 


Central Council for Health Education.—Seminar for medi 
cal officers of health on public relations, February 28- 
March 2, in London; seminar for overseas public health 
workers on health education, April 17-21, in London ; resi- 
dential summer school on health education, August 14-24, 
Stoke Rochford, Lincolnshire. Further details from medical 
director, Central Council for Health Education, Tavistock 
House North, Tavistock Square, London, W.C.1. 


Consultants’ Conference on Rheumatic Disease.— Arranged 
by British Postgraduate Medical Federation and Empire 
Rheumatism Council, March 22-24, at the Middlesex Hos- 
pital and the Postgraduate Medical School of London. Pro- 
gramme from Empire Rheumatism Council, Tavistock House 
(N), Tavistock Square, London, W.C.1. 


National Association for Mental Health.—Annual confer- 
ence at Harrogate, April 12 and 13, under the chairmanship 
of Sir CHarLes Morris. The opening address will be given 
by the Minister of Education, Sir Davip Ecctes. Speakers 
include Professor G. R. HARGREAVES, Sir GEOFFREY 
Vickers, V.C., Professor T. FerGuson Ropcer, and Dr. 
Mary Bursury. Details from the conference secretary, 39, 
Queen Anne Street, London, W.1. 


British Occupational Hygiene Society—Meeting at Liver- 
pool on April 19 and 20 in collaboration with the General 
Chemicals Division of Imperial Chemical Industries, Ltd. 
Papers on chlorine, dust sampling, and the control of the 
fluorine hazard; also factory visits. Members wishing to 
attend should inform Dr. D. TurNeR, Environmental Hygiene 
Research Unit, M.R.C. Laboratories, Holly Hill, London, 
N.W.3. 
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readily accepted... 


Suspension Chloromycetin* Palmitate is specially formulated for children and is 
‘taken without a murmur’ by even the most stubborn of young patients. 


This pleasantly flavoured preparation contains a bitterless 


derivative of Chloromycetin (each teaspoonful 
therapeutically equivalent to 25mg. Chloromycetin). 
Hydrolysing readily in the gastro-intestinal 
tract to vield the pure antibiotic, it is ideally 
suited for successful treatment of a number of 
severe bacterial, viral or rickettsial infections, not 
only in children but in all those unable 


to take capsules. 


* Trade Mark 


CHLOROMYGETIN 


PALMITATE 


Supplied in 60 cc. bottles 
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When alescence drags 
and they shake their heads at everything, 


one naturall, thinks of Cytacon” 


Cytacon Oral Vitamin B,) —to speed convalescence, sharpen appetite and restore vigour in children everywhere 


Known in some countries os Cytaton or Macrabin. _— 
GLAXO GLAXO LABORATORIES LTD., GREENFORD, MIDDX., ENGLAND 


Liquid: 25 micrograms per fluid drachm; €-oz. bottles 
Subsidiary componres or agents in me st Countries 
Tablets: 50 micrograms each; bottles of 25 


Unfortunately, the pursuit of the 
noble art is unthinkable amongst 
\ those with even the mildest 
rheumatic distress. But to the 
uncounted thousands who suffer 
from recurrent ‘ fibrositis,) ALGIPAN 
. Balm provides the counter-cross to 
pain. The in-fighting qualities of 
histamine and methyl nicotinate ensure 
penetration well below the skin, 


inducing an immediate capillary 


and arteriolar dilatation which 
adroitly sidestep the lunges of 
muscular rheumatism. 
ALGIPAN is available in 40 G. tubes. 


Wyeth FORMULA:—Methyl Nicotinate 1.0%, 


Histamine Dihydrochloride 01%, Gly ol 
Salicylate 10.0%, Capsicin 0.1%, 


JOHN WYETH & BROTHER LIMITED, Clifton House, Euston Road, London, N.W.1 
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NEW ISSUES 
British Journal of Venereal Diseases.—The new issue (Vo! 3! 
No. 4) is now available. The contents include: 


BaCKGRUUND OF CONGENITAL W. V. Macfarlane. Hilda M. Johns, 
and C. B. S. Schofield 

VALUE OF THE KAHN TEST IN ApRicaNs. A. J. Evans 

SKIN TESTING IN 246 Partenrs Non-speciric With 
Review OF THE IMPORTANT LITERATURE A. Grimble and G. W 
Csonka 

NCLUSION BopiEs IN Non-Gonococcal UretHeitis, SKIN LESIONS WITH 
INCLUSIONS A. Siboulet 

ELECTROCARDIOGRAPHIC CHANGES IN ReiTeR’'s SyNDROME. G. ©. Mayne. 

Late CONGENITAL Sypuititic Nerve Deatness. R. S. Morton 

IN CASE OF CONGENITAL ABSENCE OF VAGINA R. B. 
Coles and H. Makowska 

mIGIN OF GOoNORRHOEA AND Non-spectric Urerueitis. Reynold H. Boyd 

PRELIMINARY AGGLUTINATION EXPERIMENTS WITH TREPONEMA PALLIDUM 
G. Ehrmann and H. Aa. Nielsen 

AN APPKECIATION OF PRICE'S PRECIPITATION REACTION IN THE SEROLOGICAL 
Diacnosis oF J. K. Mason and C. Headland 

4 Note on THE ESTABLISHMENT AND MAINTENANCE OP THE NICHOLS STRAIN 
or Virutent T. Pattipum IN Resets iy Warm Counraits. C. W 
Chacko, L. Yogiswari, and K. N. Gopalan. 


Issued quarterly; annual subscription £2 2s.; single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Thorax.—The new issue (Vol. 10, No. 4) is now available. The 


contents include: 


Tae PaTHoLtocy Or Sever® Dicestion P. M. Peters. 

CaLcIFIED PULMONARY METASTASES FROM TESTICULAR AND OVARIAN 
Tumours. J. Semple and L. R. West 

DECORTICATION OF THE LUNG IN TuseRCULOUS Disease. T. Savage and 
H. A. Fleming 

BRONCHOGRAPHY IN PULMONAakY TUBERCULOSIS. Paul Forgacs 

HaND-SCHULLER-CHRISTIAN DISEASE R. S. McNeill and H. MacDonald 
Cameron 

Surncica TREATMENT OF AcouIRED Tricuspm Srenosis. Judson T. 
Chesterman and William Whitaker 

STapHyLococca Infection Carpiac Surcery. H. A. Fleming 
and RK. M. E. Seal 

Parent Ductus ARTERIOSUS WITH PULMONARY HyPERTENSION. lan M 
Anderson and H. M. T. Coles 

ANASTOMOSIS BETWEEN THE ASCENDING AORTA AND THE MAIN PULMONARY 
ARTERY IN THE TETRALOGY OF FaLLoT. James S. Davidson. 

TUBERCULOUS BRONCHO-OFSOPHAGEAL FISTULA IN A CuiLp. E. A. Danino, 
C. J. Evans, and J. H. Thomas 

Actp Base BALANCE AND ANaesTHests. B. G. B. Lucas and E. H. Milne. 

Tas Errect oF Repearep TesTING ON THE MAXIMUM BREATHING CaPaCITY 
In Novmat Sumecrs. John Friend 


Issued quarterly; annual subscription £2 2s.; single copy 
2s. 6d.; obtainable from the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


4 fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned 


Friday, January 13 
INSTITUTE OF Diseases OF THE CHEST.—S p.m., Dr. N. Lloyd Rusby: 
clinical demonstration 


Monday, January 16 

HUNTERIAN SocteTy.—At the Mansion House, 8.30 p.m., Hunterian Society 
Lecture by Dr. J. J. Nuboer (Utrecht): Lung Resection in the Treatment 
of Pulmonary Tuberculosis 


Tuesday, January 17 

University: Facurty of Menpicine—At Anatomy Lecture 
Theatre, University New Buildings, 5 p.m., Macarthur Postgraduate 
Lecture by Professor H. J. Deuel, jun., Ph.D, (Southern California): Fat 
as an Essential Component of the Diet 

InForD Mepicat Socrery.—At King George Hospital, 9 p.m., Dr. W. S. 
Tegner: General Practitioner and Rheumatic Disease (with film). Mem- 
bers of the Stratford Division, B.M.A., and junior hospital officers are 
invited. 

INSTITUTE OF DerMaTOLOGy.—5.30 p.m., Dr. B. F. Russell; Lupus 
Erythematosus 

Lrverpoot University Mepicat ScHoo..—S.15 p.m., Sir Geoffrey Keynes: 
Myasthenia Gravis and the Thymus Gland y 

LONDON UNrvERsITy.—At King’s College, W.C., 5.30 p.m., special uni- 
versity lecture in physiology by Professor B. “Folkow (Gothenburg) 
Quantitative Aspects of Some Mechanical, Nervous, and Humoral Factors 
Controlling the Cardiovascular System. 

Osuer Cius OF Lonpon.—At U.S.1.S. Library, 41, Grosvenor Square, W 
815 p.m., meeting to commemorate 250th anniversary of Benjamin 
Franklin’s birth. Speakers, Professor F. Freide! (Harvard), Dr. J. M 
Sturtevant, Ph.D. (Yale), and Professor E. N. da C. Andrade, F.R.S 

Oxrorp University Mepicat Socrety.—At Radcliffe Infirmary, 8.15 p.m., 
Dr. A. T. Roden: Work of the Common Cold Research Unit 

Rovat Army Mepicat Cottece.—S p.m., Professor G. MacDonald: Recent 
Developments in Malaria Elimination and Control ; 

Sr. Mary’s Hosprrat Mepicat Scnoor.-At Wright-Fleming Institute, 

5 p.m., Mr. L. H. W. Williams: Thrombophlebits 

Screnrific FiLm Association.—At Mezzanine Cinema, Sheli-Mex House, 
W.C., 6.30 p.m., Dr. R. G. W. Ollerenshaw: Use and Abuse of Film 
in Medical Hlustration 

SoutH-west Lonpon Mepicat Socrety.—At Bolingbroke Hospital 
8.30 p.m., Sir Charles Dodds, F.R.S.: Modern Endocrinology and the 


General Practitioner 
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Wednesday, January 18 

Evcentcs Socirry.—At Royal Society, Burlington House, W.,. 5.30 pm, 
Symposium: Personality Characteristics of Parents of Promising Children 
Speakers: Dr. Elizabeth Tylden, Dr. E. Mildred Creak, and Mr. S. G 
Singleton 

HyenorHerarpy Grourp.—At Royal Society of Medicine, 8 pm. Dr. G. F 
Newbold: Some Recent Experiments in the Hypnotic State 

INSTITUTE OF DermaToLtoGy.—5.30 p.m, Dr. J. O. Oliver: Pathology of 
Lupus Erythematosus 

INSTITUTE OF Distases OF THE CHEsST.—5 p.m... Dr J. Smart: Chronic 
Bronchitis 

InsTiTUTE OF Urotogy.—4.30 for p.m., Dr. R. Thomson: Laboratory 
Aids to Diagnosis 

MipitaND Mepicat Socrery.—At Queen Elizabeth Hospital, Birmingham 
clinical mecting 

Royat Facurty oF Prysictans aND SuRGEONS OF GLasGow —S p.m., Dr 
Alexander Brown: Haemolytic Avaemias 

WILLespen Generat Hosprrat Mepicat Society —845 pm. Dr. J. A 
Robertson: Problem of Diabetes. with Particular Relation to the Manage- 
ment of Diabetics in General Practice. 

Yorksnire Society oF ANAgSTHETISTS.—At General Infirmary at Leeds, 
8.30 p.m.. Dr. A. C. Forrester: Plethysmography During Anaesthesia 


Thursday, January 19 

Beitisn INstTITUTe OF p.m., Dr. J. B. Fawcitt and Dr. H. 
Parry. Review of the Radiological Changes in the Chests of Children with 
Whooping-cough and Measles, with a Clinical and Radiological Follow-up 

Eprveuron Ciumicat Cius.—At Royal College of Physicians of Edinburgh, 
8 p.m. Dr. Charles F. Rolland: Antibiotics 

Giascow University Soctety.—7.30 p.m., Honorary 
Presidential Address by Mr. T. Murray Newton 

Universtty.—S pm., William Mitchell Banks Memorial Lecture 
by Sir James Paterson Ross: Craft of Surgery. 

Lonpon Universtry.—At King’s College, W.C., 5.30 pm., special uni- 
versity lecture in physiology by Professor B. Folkow (Gothenburg): 
Quantitative Aspects of Some Mechanical, Nervous, and Humoral Factors 
Controlling the Cardiovascular System 

Rovat Cortece oF Prysicians oF LONDON.—S p.m., Goulstonian Lecture 

Dr. J. R. Ellis: Changes in Medical Education 

Royat oF SurRGEONS OF ENGLAND.—S p.m., Hunterian Lecture by 
Professor J. H. Peacock: Aetiology, Diagnosis and Treatment of 
Disease, Raynaud's Phenomenon, and Acrocyanosis in the 

Ipper Limb 

Royvat Soctery or Tropica Mepictne Hyorenr.—At 26, Portland 
Place, W., 7.30 p.m., symposium: Treatment of Human Amocbiasis 
To be opened by Professor A. W. Woodruff and Dr. A. R. D. Adams. 

St. Grorce’s Hosprrat Menicar ScHoot.—S p.m., Sir Paul Mallinson: 
postgraduate demonstration in psychiatry 

@West Lonpon Sociery.—At White Lion Hotel, 
Putney, S.W.. 7.30 for 7.45 pm., dinner meeting. 9 pm., Dr. Roger 
Bannister: Physiology of Muscular Effort. 


Friday, January 20 


British Society FOR RESEARCH ON AGEING.—At Littlewood Hall, General 
Infirmary at Leeds, 2.30 p.m., meeting: Connective Tissuc and its 
Changes with Age. 

FacuLty oF RaproLooisrs.—At Royal College of Surgeons of England, 
5 p.m., Dr. P. H. Whitaker: Pneumoconiosis in Tin Workers (with film) : 
Professor Jethro Gough: Pathology of Tin Worker's Lung. 

@INstiruTe OF DerMatoLoGy.—-5.30 p.m., clinical demonstration by Dr 
S. C. Gold: Lupus Erythematosus 

INSTITUTE OF Diseases OF THE Cuest.—S p.m., Dr. N. Lloyd Rusby and 
Mr. T. Holmes Sellors: clinical demonstration 

LONDON ASSOCIATION OF THE Mepicat WomeEN’s Frperation.—At Royal 
Free Hospital School of Medicine, 8.15 p.m., special meeting for recently 
qualified women and students. 

Royal Mepicat Society, p.m., Mr. Douglas Miller: 
Obstetrical Instances in the Buble. 

Rovat Meoico-Cuirurcica, Society or Gtascow.—At Glasgow Royal 
Infirmary, 8.30 p.m., clinical night. 


Saturday, January 21 
Biocnemicat Socrety.—-At Postgraduate Medical School of London, 
Ducane Road, W., 2 p.m., scientific papers. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Bailey.—On January 3, 1956, at University College Hospital, London. 
W.C., to Jeanne. wife of David Bailey, F.R.C.S., a son—Robert George 

Mulcahy. —On December 8, 1955, at Hatch Street Nursing Home, Dublin, 
to Aileen (formerly Hanton), wife of Dr. R Mulcahy, 58, Fitzwilliam 
Square, Dublin, a son—Richard Mary 


DEATHS 


Christie.—On December 16, 1955, at Netherton House, Auchinblae, Kin- 

_catdineshire, George Smith Christie, M.B.E., M.B.. Ch.B., J.P 
«—On December 21, 1955, at Malta, G.C., The Honourable Attilio 

Critien, O.B.E., M.D., D.P_H., D.T.M 

Denn.—On December 20, 1955, at the West London Hospital, London, W.. 
Frederick William Dunn, O.B.E.. M.R.C.S., L.R.C.P.. aged 86 

Hinks.—On December 18, 1955. Alfred Grosvenor Hinks, M.B., J.P., of 
Lamorna, Thorpe Hall Avenuc, Thorpe Bay, Essex 

Jones.—On November 9, 1955, at his home, The Cottage, Wraysbury, 
Staines. Middlesex, Howel Buckland Jones, M.B., C.M., late of Queen 
Anne Street, London, W., aged 87 

MacDonald.—On December 16, 1955. at Dulwich Hospital, Bernard William 
a. M.B., Ch.B., of 57, Half Moon Lane, Herne Hill, London, 


nesiend- Steele.—On December 11, 1955, at Green End House, High 
Week, Newton Abbot, Devon, John Maitland-Steele, M.D 

Millar.—On December 10, 1955, at “ Braeside,” Cromer, Norfolk, William 
McMullan Millar, M.B., B.Ch. 

Mon On December 13, 1955, at the Royal Northern Hospital. 
London, N., James Aitken Montgomery, M.D., of Coppetts Wood 
Hospital, Coppetts Road, London, N. 


- + | 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 


submitted 


Notilication of Pneumonia 


Q).--What criteria must be fuifilled before a cause of 
primary or aspiration pneumonia is notified? Is clinical 
and radiological evidence sufficient? 1 believe that psitta- 
cosis is not a notifiable disease ; must it be notified if it 
presents as a pneumonia 


A.-According to the Statutory Instrument, 1953, No. 299 
(Public Health, England; Notification and Prevention of 
Infectious Diseases), notification is required of two forms of 
pneumonia only—acute primary pneumonia and acute in- 
fluenzal pneumonia. In the first category would come any 
acute pneumonia whatever its aetiology, whether bacterial, 
viral, or rickettsial, the notification relating to a patho- 
logical concept of pneumonic consolidation associated with 
constitutional disturbance and not to a specific disease. The 
only criteria to be fulfilled, therefore, in the notification of 
acute primary pneumonia would be those which could be 
elicited by clinical and radiological examination. Acute in- 
fluenzal pneumonia would comprise those cases of influenza 
which were complicated by a secondary bacterial broncho- 
pneumonia and the few cases of infection with influenza 
virus taking the form of an acute primary pneumonia. 

Aspiration pneumonia is the term usually applied to the 
low-grade pneumonic process or pneumonitis which results 
trom a variety of causes such as inhalation of vomit post- 
operatively or of a plug of mucus in the course of an upper 
respiratory infection, and would not call for notification. 
Psittacosis is not a notifiable disease except in so far as 
the virus may cause an acute primary pneumonia. 


Cross-matching Blood 


Q.—How reliable is a compatibility test by the tube 
method, using 1% donor's cells with recipient's serum, and 
1% recipient's cells with donor's serum, when the donor's 
blood is the same ABO and Rh groups as the patient's? 
Would an incompatible subgroup show agglutination micro- 
scopically? (b) Is the risk of a transfusion reaction 
increased if Group O blood with the same Rh group as 
the patient's is used rather than ABO homologous blood? 
(c) Would an incorrect Rh grouping of the donor's blood 
be detected by the cross-matching if an Rh-negative 
recipient had Rh antibodies in his serum from a previous 
transfusion ? 


A.—{a) In the cross-matching tests 2-5% suspensions of 
cells are to be preferred to 1%, and the test between donor's 
serum and recipient's cells is unnecessary, except that 
“dangerous Group O donors” should be screened out by 
testing their fresh serum (or old serum+complement) for 
haemolysins active against A and B cells at 37° C. It is 
assumed that all tests are read microscopically. The reli- 
ability of the test depends entirely on the way it is done. 
If performed with cells suspended in saline, then it will fail 
to detect about two-thirds of the Rhesus antibodies and most 
of the antibodies to the rarer antigens such as Duffy and 
Kel!. but will demonstrate anti-A, anti-B, anti-M, and anti- 
P very clearly. If the cells are suspended in albumin, or 
the albumin-replacement method used,’ all the Rh anti- 
bodies and many of the antibodies to rarer antigens would 
be detected, but a few would be missed because they can 
be detected only by the antiglobulin technique and anti- 
M and anti-P might be less evident than in saline suspension. 

(b) Unless the Group O donor has high titre antibodies 
or haemolysins against A or B cells, the risk of transfusing 
his blood into a recipient of group A, B, or AB is no greater 
than that of using ABO homologous blood. However, the 
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labour of screening Group O donors for high titre anti- 
bodies and haemolysins is considerable, and for that reason 
one usuaily advises against the transfusion of Group O 
blood into a donor of any other group. Any Group O 
donor who has received concentrated antiserum—for ex- 
ample, tetanus, diphtheria—or typhoid vaccine should be 
avoided as a donor to Group A, B, or AB recipients because 
haemolysins are commoner in such persons. The haemo 
lysin responsible for the occasional haemolytic reaction 
requires complement to effect haemolysis, and is therefore 
difficult to detect in stored blood from which complement 
disappears rapidly. 

(c) Most Rh antibodies would be detected by the com- 
patibility test in albumin, but it must be remembered that 
antibody may be present in too low a concentration to be 
demonstrated. In such a case there would be a maximum 
stimulus for the production of antibodies, and the transfused 
blood would be destroyed, probably within a few days 
This might cause symptoms or signs recognizable at the 
bedside, but more frequently the blood destruction is recog- 
nized only by a rapid fall in haemoglobin to below the pre- 
transfusion level and an increased excretion of urobilinogen 
Any subsequent transfusion would be followed by immediate 
haemolysis with haemoglobinuria. The papers of Dodge’ 
and of Tovey and his collaborators *** contain very useful 
information in this field. 


REFERENCES 


1 Dodge, O. G., J. clin. Path., 1952. 5, 102 

* Tovey, G. H., ibid., 1953, 6, 165 (Proc) 

s —— Warren, C. P., and Wood, E. E., British Medical Journal, 1953 
1, 813 
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Weight Gain after Shock 


Q.—Is there a recognized association between severe shock 
or physical trauma and a subsequent tendency to put on 
weight? If so, what investigations and treatment are 
indicated ? 

A.—The association between trauma, either physical or 
mental, and a subsequent increase in body weight is well 
recognized. It is generally thought that it is the psychical 
component rather than any physical disturbance that causes 
the increased appetite and gain in weight. However, part 
of the gain may be due to the patient eating a large amount 
of food in his keenness to get well at a time when he is 
confined to bed and therefore expending little energy. Pro- 
vided the physical findings show nothing more than obesity, 
no further investigations are required, and the treatment 
should be dietetic. 


Chlorpromazine in Psychiatry 
Q.—Jn what psychiatric conditions has chlorpromazine 
been shown, in properly controlled trials, to be really use- 
ful? What is its action in these conditions ? 


A.—I am unaware of any therapeutic trials of chlor- 
promazine which reach the unusually high scientific standard 
of having been “ properly controlled.” There has, however. 
been quite sufficient ordinary clinical trial to show that the 
drug is a useful one. It appears to be a depressant of auto- 
nomic activity while having little effect on cortical functions. 
It is widely used in mental hospitals in the treatment of 
disturbed patients, having the advantage of not, as a rule. 
tending to cause confusion even in considerable doses and of 
not being very toxic, except in those with damaged liver 
function. Outside mental hospitals—for example, in general 
practice and in psychiatric and neurological clinics—it is 
used, with some success, to reduce feelings of distress, ten- 
sion, and anxiety. It does not relieve depression, though it 
may reduce the agitation and worrying that often go with it : 
on the other hand, it has heen found valuable in states of 
excitement, including manic excitement. In physical medi- 
cine it is often employed in the treatment of pain, and it is 
said to have an adjuvant action when combined with anal- 
gesics and sedatives 
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Underdeveloped Bust 


Q.—What can be done to correct poor breast development 
in an otherwise normal woman ? 


A.—-Injections of the various gonadotrophic hormones, 
while they may increase the size of the breasts, have un- 
desirable effects on other parts of the body. Surgical 
treatment is equally unsatisfactory; in particular the 
insertion of foreign bodies behind the breasts, such as tery- 
lene wool, has given such bad results in America that it was 
recently roundly condemned at a meeting of the American 
Association of Plastic and Reconstructive Surgery. At the 
present moment, unfortunately, there is no treatment that 
can be whole-heartedly recommended. 


Loss of Breast Fat after Lactation 


Q.— Will hormone treatment restore the bust of a young 
woman whose breasts since lactation have lost their sub- 
cutaneous fat? 


A.—The questioner does not state whether there has been 
a loss of body weight, with diminution of the subcutaneous 
fat generally, but it is probable that this, in fact, has 
occurred, since a local loss of subcutaneous fat is very rare. 
Measures to increase the body weight, therefore, are more 
likely to be helpful than any directed towards the breasts 
themselves. In any case, provided normal menstrual func- 
tion is present, hormone therapy is unlikely to be effective, 
and may lead to’ menstrual disorder. Exercises to increase 
the pectoral muscles might be helpful, and would also 
encourage blood circulation in the mammae, again with 
potentially valuable consequences. But it is only fair to 
Point out that the outlook is not too promising. 


Hormones and Drugs to Promote Growth 


Q.—!s hormone or drug therapy of any value in pro- 
moting general growth in undersized children? 


A.—It is not possible to answer this question as a unity, 
because it depends upon the cause of the deficient growth. 
It may be said in general, however, that hormone therapy 
is only effective when the deficient growth is due to a 
deficiency of one or more hormones. The best example is 
cretinism, or juvenile myxoedema, when thyroid will pro- 
duce both increased rate of growth and also maturation 
of bones, so that bone age becomes more in keeping with 
the chronological age. Similarly, with infantilism where 
there is a deficient secretion of testicular androgens, and 
perhaps of adrenal androgens, testosterone or methyltesto- 
sterone will have similar results to those of thyroid in 
hypothyroidism. The fact that these hormones also cause 
maturation of bone raises the point of their producing pre- 
mature union of the epiphyses after which growth will no 
longer be possible. In practice, however, this does not appear 
to occur, or at any rate it is sufficiently belated in the course 
of the therapy to justify the use of such hormones for the 
increased height that does result as well as for the general 
metabolic effect. 

Untreated or inadequately treated diabetic children 
also fail to grow sufficiently, and when insulin is used 
in adequate dosage there is also an improvement in the 
rate of growth. In the case of anterior pituitary de- 
ficiency, the secondarily deficient secretions of the thyroid, 
the adrenals, and the gonads can be replaced as indicated 
above with good results; but it was natural to hope 
that a preparation of pituitary growth hormone would also 
prove effective in such patients as it has done in hypo- 
physectomized animals. However, apart from the fact that 
supplies of growth hormone are not generally available, 
clinical trials have proved disappointing and puzzling. Not 
only has there been no increase in the rate of skeletal 
growth, but it has not been possible to demonstrate in man 
the nitrogen retention that occurs in animals ; nor at present 
has an explanation of this paradox been advanced. 
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Another difficult problem is the question of genetic 
dwarfism. Unless there has been evidence of an endocrine 
deficiency associated with this dwarfism, therapy has proved 
disappointing. Since genetic dwarfism in animals may be 
associated with a deficient number of pituitary eosinophil 
cells, which latter secrete growth hormone, it is possible that 
the solution of growth hormone’s ineffectiveness or effec- 
tiveness will also provide an answer to the treatment of 
some cases of genetic dwarfism, The dwarfism that is asso- 
ciated with non-endocrine illness—for example, cardiac 
disease—is not usually responsive to hormone therapy. 

As to drug therapy, since vitamin deficiency is associated 
with diminished growth rate, substitutional therapy is suit- 
able for those cases where nutrition is deficient and lacking 
in vitamins, A growth factor has also been isolated from 
the liver which may help such cases, . These factors are, 
however, of no use where nutrition is adequate. 


“ Sarkomycin” and Neoplasms 


Q.—What is the value of a Japanese Streptomyces deriva- 
tive called “ sarkomycin” in the treatment of neoplasms ? 


A.—" Sarkomycin ” is one of a number of extracts from 
strains of Streptomyces which have antibacterial properties 
and also growth-inhibitory properties when tested against 
certain experimental tumours. Sarkomycin was described 
by a group of Japanese workers.’ Japanese clinicians re- 
ported the effects of intravenous administrations of sarko- 
mycin in patients suffering from various forms of advanced 
malignant disease. Temporary regressions were observed 
in cases of carcinoma of the stomach, thyroid, and oeso- 
phagus, but the authors make it clear that resistance develops 
to sarkomycin just as it does to other forms of therapy. 

Sarkomycin does not appear to have been studied in this 
country. Detailed case reports in the Japanese papers sug- 
gest that it is likely to have only a very temporary beneficial 
effect. Several patients developed thrombophlebitis and 
other local disturbances at the site of injection, but there 
was no evidence of damage to renal or hepatic function 


or to the bone marrow. 
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Yamaoko, S., Okuda. T., Nitta, K., Yagashita, K., Utahara, R., and 
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Collagen Diseases 


Q.—What are the collagen diseases and what is the 
present concept of their aetiology ? 


A.—The term “collagen disease” was introduced by 
Klemperer in 1941 as a result of his extensive stud es of the 
pathology of disseminated lupus erythematosus. The 
lesion then thought to be characteristic of the disease was 
widespread fibrinoid degeneration of the connective tissue 
especially within and intimately associated with small 
blood vessels. Similar lesions are by no means uncommon 
in other conditions—for example, rheumatic fever, rheu- 
matoid arthritis. and scleroderma, These, together with a 
few rare conditions such as dermatomyositis, are therefore 
grouped together as the “collagen diseases.” This has 
served the useful purpose of emphasizing that the connec- 
tive tissue is the primary site of affection, but the term is 
probably a misnomer, since damage to the collagen fibres 
appears to be secondary to injury to the interfibrillar ground 
substance. 

Two main hypotheses are current concerning the aetiology 
of this group of diseases. The first, principally advocated 
by Selye, attributes the lesions to disturbance of those func- 
tions of the pituitary and adrenal glands that are called into 
action by exposure of the subject to stress. The patho- 
genesis is therefore based on hormonal dysfunction. The 
second hypothesis, actively advocated by Rich, postulates 
hypersensitivity as the main pathogenic mechanism. He 
adduces as evidence the production of a variety of lesions 
resembling, superficially at least, those of the collagen dis- 
eases by the massive intravenous injection of foreign serum 


| 

| | 


126 Jan. 14, 1956 


into experimental animals. A modification of the second 
hypothesis that is being especially actively investigated at 
present suggests that the hypothetica! antibodies are not 
directed against completely foreign antigens but against one 
or more of the body's own constituents, According to this 
view the fundamental disturbance affects either some Ussue 
antigen, so that it is no longer regarded as autogenous, or 
the cells responsible for antibody formation, so that their 
normal capacity to distinguish self from non-self is impaired. 


Senile Keratoma 


Q.——What treatment is advised for a senile keratoma on 
the back of the hand that has proved resistant to local 
applications Does the risk of carcinoma justify excision ? 


A.—A senile keratoma on the back of the hand will some- 
times disappear without treatment or with the application of 
lanolin or ung. aquosum B.P. A lesion which has been 
present for more than three months or which shows indur- 
ation or ulceration should, however, be treated more radi- 
cally. For an uncomplicated keratoma carbon-dioxide snow 
is a convenient and effective treatment; sixty seconds’ 
application is suitable. If there is induration, it is probably 
safer to excise the lesion under local analgesia. In a 
sensible and co-operative patient a keratoma in this situation 
could be left indefinitely and excised if it showed indura- 
tion, ulceration, or bleeding. 


17-Ketogenic Steroids and 17-Ketosteroids in Cushing’s 
Syndrome 


¢).-What are 17-ketogenic steroids’? 1 am told that their 
urinary estimation may be helpful in the diagnosis of 
Cushing's syndrome, but 1 have always understood that the 
17-ketosteroid output in that condition may be normal. 
Are ketoeenic steroids and ketosteroids related in the 
hiological sense 


A.—-The term “ 17-ketogenic steroids was devised by 
Norymberski' to denote those corticosteroids having the 
side-chains 17:20:21-triol, 17:21-diol-20-one, or 17:20- 
glycol which, on treatment with sodium bismuthate, are 
converted into 17-ketosteroids and which can be estimated 
as such in the usual manner. By measuring the urinary 
17-ketosteroids before and after sodium bismuthate treat- 
ment, the 17-ketogenic steroid figure is obtained by differ- 
ence. The practical importance of this conversion is that 
it avoids the difficulties of hydrolysis and extraction of 
urinary corticosteroids which beset other methods for the 
determination of the output of these important adrenal 
hormones 

The corticosteroids represent the group of adrenal steroids 
—principally cortisol (17-hydroxycorticosterone) and cortico- 
sterone-—-which influence carbohydrate metabolism (gluco- 
corticoids) and which are secreted in increased amounts in 
Cushing's syndrome. The urinary 17-ketosteroids, on the 
other hand, are derived in the main from the group of 
adrenal hormones which have a nitrogen anabolic effect and, 
to an extent, a male-hormone-like action (and also, in the 
male, from testicular androgens). These steroids may be 
excreted in normal amounts in Cushing's syndrome, if due 
to adrenal hyperplasia, though their excretion is elevated 
in the adrenogenital syndrome in its various forms and in 
Cushing's syndrome due to adrenal carcinoma. It follows, 
therefore, that in Cushing's syndrome the urinary 17-keto- 
steroid excretion may be normal or increased, whereas the 
output of glucocorticoids is always increased and can con- 
veniently be measured as “ 17-ketogenic steroids” by the 
method of Norymberski ef al.* The 24-hour excretion of 
17-ketogenic steroids is 9.6-22 mg. for normal men, 4.6- 
18 mg. for normal women, and 2.3-3.8 mg. for normal 
children aged 6-11.?** 
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Recurrent Bullous Eruption of the Feet 


Q.—What is the cause and treatment of epidermolysis 
bullosa of the feet (soles only) of a child aged 10? She is 
almost incapacitated during the summer months. 


A.—As the condition affects only the soles and is severe 
during the summer months it is probably that type of 
epidermolysis bullosa named “ recurrent bullous eruption 
of the feet” by Parkes Weber.’ This is a distinct clinica! 
entity, appearing in infancy and differing entirely from any 
other form of epidermolysis bullosa; it is not merely a 
variant of them. This can be confirmed by observation of 
several members of a family with the condition, for it is 
transmitted as a dominant characteristic. In such a family) 
no individuals have signs suggesting the simple or the dys- 
trophic forms of epidermolysis bullosa, though, of course 
in both these forms blisters may appear on the feet as else 
where. The clinical manifestations and genetic character 
istics of recurrent bullous eruption of the feet have been 
discussed by Anning.* 

No treatment has been shown to be of value. Loca! 
treatment with spirit, formalin, aluminium acetate, potas- 
sium permanganate, or superficial x-radiation has proved 
ineffective, as have cortisone and corticotrophin. Heat is 
the exciting cause and when possible must be avoided. In 
adult life it is important that individuals with this con- 
dition should seek employment in which they will not be 


exposed to heat. 
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Local Nodules after Immunization 


Q.—What is the cause of the subcutaneous nodules thai 
sometimes follow immunization against diphtheria? Is any 
treatment required? How long do they usually take tc 
disappear ? 


A.—A.P.T. (alum precipitated toxoid), P.T.A.P. (purified 
toxoid aluminium phosphate), and other relatively insoluble 
prophylactics of the adsorbed type may give rise to small 
nodules, readily palpable after subcutaneous injection, but 
less easily detected when the intramuscular route is chosen, 
as was customary some years ago. The cause of nodule 
formation is local tissue reaction (leucocytic infiltration) 
around a depot of the material itself. In a few cases the 
lesion breaks down, giving a local sterile cyst (mot abscess) 
which tends to be rapidly adsorbed, or if it is superficial 
should respond uneventfully to incision. 

Nodules vary somewhat in size and in rate of disappear- 
ance ; they can be detected for only a few days in most 
cases, but exceptionally for several months, depending on 
the degree of reaction and also on the nature of the prophy- 
lactic injected. Treatment of a nodule should not be 
required as a rule unless sepsis has been superadded from 
faulty inoculation technique. 


Books of “ Any Questions ? "—The second and third volumes 
of “ Any Questions ?” are available, price each 7s. 6d. (postage 
6d.), from the Publishing Manager, B.M.A. House, Tavistock 
Square, London, W.C.1, or through any bookseller. Each con- 
tains some 200 selected expert answers, and the third volume a 
cumulative index to the three published books. 
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British Medical Association 
ANNUAL MEETING—BRIGHTON, JULY 5-13, 1956 


President-Elect : ALEXANDER H. HALL, O.B.E., M.D. 


Local General Secretary : JOHN BEYNON, T.D., M.B., B.S., 
Science Secretary : H. G. McGrecor, M.D., M.R.C.P., 


24, Eaton Place, Brighton, 7. 


27, Brunswick Square, Hove, 2. 


Executive Officer: G. A. Peck, B.Sc., B.M.A. House, Tavistock Square, London, W.C.1. 


PROVISIONAL 


The 124th Annual Meeting of the British Medical Associa- 
tion will be held in Brighton from Thursday, July 5, to 
Friday, July 13, inclusive. 

On the evening of Wednesday, July 4, there will be a 
Cocktail Party for Representatives and their Ladies, arranged 
by the Brighton Division. This will be held in the Hotel 
Metropole. 

The Annual Representative Meeting will be held in the 
Dome and will begin on Thursday, July 5, and will continue 
on Friday, Saturday, and Monday, July 6, 7, and 9. 

A Joint Dinner for Representatives and their Ladies will 
take place at the Hotel Metropole on Thursday, July 5, 
followed by a dance. 

The Overseas Luncheon has been arranged for Friday, 
July 6. 

On Sunday, July 8, there will be an all-day steamer trip 
from Portsmouth round the Isle of Wight, and this will be 
followed by a concert in the evening given by the Southern 
Philharmonic Orchestra. with Cyril Smith as soloist. 

The Adjourned Annual General Meeting and President's 
Address will take place in the Dome on the evening of 
Monday, July 9, and the President’s Reception which 
follows will be held in the Royal Pavilion. 

The Annual Scientific Meeting and associated functions 
occupy the period from Monday afternoon, July 9, to the 
evening of Friday, July 13. 

The Official Religious Service will be held in St. Peter’s 
Church, Brighton Parish Church, on the afternoon of Tues- 
day, July 10, and there is also to be a Roman Catholic 
Service. 

The Annual Dinner of the Association will be held in 
the Hotel Metropole on Tuesday, July 10. 

There is to be a full social programme, including a Civic 
Reception and Ball in the Royal Pavilion on Wednesday, 
July 11. 

special visits and excursions are being arranged 
for ladies accompanying members. The usual golf com- 
petitions will also take place. 

The Overseas Conference will be held in the afternoon 
of Wednesday, July 11, and there will also be an “At 
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Home ™ for Overseas Visitors given by the Empire Medical 
Advisory Bureau on a day yet to be fixed. 

The Reception Room for Registration will be open in 
the Corn Exchange on Monday, July 9, at 9 a.m, 

Three Plenary Scientific Sessions have been arranged as 
follows: Wednesday, July 11, at 10.30 a.m., subject “ Recent 
Advances in the Knowledge of Cancer”; Thursday, July 
12, at 2.30 p.m., subject “ The Present Position of A.C.T.H. 
and Cortisone™; Friday, July 13, at 9.30 a.m., subject 
“ Handicapped Children.” 

In addition, three Round Table Conferences will be held 
concurrently on Wednesday, July 11, from 9 to 10 a.m., on 
the following subjects: poliomyelitis ; physical treatment of 
mental disorders ; leukaemia. 

The nineteen Scientific Sections will hold meetings, in- 
cluding a special session of the Section of General Practice 

n “ The Education of the General Practitioner,” to be held 
on Monday, July 9, at 3 p.m. 

The provisional arrangements are as follows: 


Medicine a ~ July 10 (a.m.), July 11 (p.m.) 
Surgery July 10 (a.m.), July 11 (p.m. 
Obstetrics and Gynaecology July 10* (a.m.), July 11 (p.m. 
Anaesthetics ‘ July 10 (a.m.) 
Cardiology July 12 (a.m.) 


July 10* (a.m.), July 11 (p.m.), 
July 12 (a.m.) 

July 12 (a.m. and p.m.) 

July 12 (a.m. 

July 9 (p.m), July 10 (a.m.,), 
July 11 (p.m.) 


Child Health .. 


Dermatology .. 
Diseases of the Chest 
General Practice 


Neurology and aga July 12 (a.m.) 
Occupational Health . : July 13 (p.m. 
Ophthalmology oe , July 10 (a.m.) 
Orthopaedics .. July 11 (p.m. 
Oto-rhino- laryngology July 10 (a.m.) 
Pathology a4 July 11 (p.m.), July 12 (a.m.) 


Physical Medicine... July 13 (p.m.) 
Plastic Surgery Date to be fixed. 
Preventive Medicine .. July 13 (p.m.) 
Psychiatry July 13 (p.m.) 


sJoint meeting of a a Obstetrics and Gynaecology and 
of Child Health. 2668 


—— 


| 

— 
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Individual programmes for these Sections will be pub- 
lished in a later issue of the Journal. 

The Scientific Exhibition will be held in the Corn Ex- 
change and will be open daily on July 9 to 13. Demon- 
Strations will be given at fixed advertised times and a wide 
field of medical interests will be covered. Further details 
will be published later. 

The Annual Exhibition of Pharmaceutical Products, In- 
struments, Appliances, and Medical Publications will also 
be in the Corn Exchange. This exhibition will be open 
from 9 a.m. to 6 p.m. on July 9 to 13 

The Ladies’ Club will be situated in the Octagon Room, 
Hotel Metropole, and will be open throughout the Meeting 


GLYNDEBOURNE OPERA 


it is possible that the Association may be able to obtain 
a number of seats for Mozart's opera “Le Nozze di 
Figaro” at Glyndebourne for Friday, July 6. 

These seats would cost £3 3s. each, excluding dinner, and 
would have to be booked in advance. Dinner at Glynde- 
bourne costs about £2 2s., including wine, but it is quite 
usual for visitors to take picnic suppers with them. 

Any member wishing to take advantage of this oppor- 
tunity is asked to state his requirements in writing to the 
Executive Officer, B.M.A. House, Tavistock Square, 
London, W.C.1, as soon as possible and not later than 
March 5, 1956 

Tickets would be available at the A.R.M. Inquiry Office, 
The Dome, Brighton, and should be paid for when 
collected. 


HOTEL ACCOMMODATION 


The following is a preliminary list of hotel accommoda- 
tion available in Brighton. Members wishing to reserve 
accommodation are asked to write direct to the hotel, stating 
that they are attending the B.M.A. Meeting. The Associa- 
tion cannot accept responsibility for any of the prices stated 
below. These are the tariffs ruling at the moment and are 
subject to alteration without notice. Applicants should 
therefore verify the tariffs when making their reservations. 


Name and | Tel Rooms Tariff, 1956 


Address of Hotel | No. Available |Bed Breakfast 

Bedford, King's Road | B.27184 80 rooms | 25 — to 35'- 
Clarges, Marine Parade | B.21877 | 100 ,, 186 ,, 25- 
Dudley, Lansdowne Place, Hove | H.36266 72 
Grand, King’s Road | B.23211 | 228 ,, 25 - 
Hockley’s, King’s Road (unlicensed) B.28195 | ,, 24 
Kingsway, Kingsway, Hove H.35277 | 100 226 ,, 
Langford's, 8 16, Third Avenue H.38222 | 100 196 ,, W- 
Lawns, 34, Adelaide Mansions, Hove | | 

(unlicensed) H.36277 54 0- 
Norfolk, King’s Road B.38201 | 78 .. | 226 
Old Ship, King’s Road B.22031 | 140 ,, 20'— ,, 24/- 
Queen's, King’s Road B.26454 100 | 20— ,, 27/6 
Royal Albion, Old Steine B.29202 | 21-,, @0- 
Royal Crescent, Marine Parade | B.29272 | 
Sackville Court, Kingsway, Hove H.36292 | 376 

' 


PROVISIONAL TIME-TABLE 
Wednesday, July 4 


4.30 to 6.30 p.m.—Annual Representative Meeting Inquiry Office 
open at the Dome Entrance Hall. 

8.30 to 10.30 p.m.—Cocktail Party (by invitation of the Brighton 
Division), Hotel Metropole 


Thursday, July $ 


9.00 a.m.—Annual Representative Meeting Inquiry Office open 
at Dome Entrance Hall 

9.00 a.m.—Ladies’ Club opens, Octagon Koom, Hotel 
Metropole. 

9.30 a.m.—Annual Representative Meeting starts, the Dome. 

7.30 p.m.—Dinner for Representatives and Ladies, Hotel 
Metropole. 

930 pm to 12.30 a.m.—Representatives’ Dance, Hotel 
Metropole 
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Friday, July 6 


a.m.—Annual Representative Meeting Inquiry Office open. 

a.m.—Ladies’ Club open 

a.m.—Annual Representative Meeting. 

p.m.—Overseas Luncheon, Royal Albion Hotel. 

p.m.—Welsh Dinner, Royal Pavilion Hotel. 

p.m.—Glyndebourne Opera (see note on this page). 

p.m.—Theatre (tickets will be arranged for the Theatre 
Royal and Brighton Hippodrome) 


Saturday, July 7 


a.m.—Annual Representative Meeting Inquiry Office open 

a.m.—Council Meeting, Royal Pavilion. 

a.m.—Ladies’ Club open. 

a.m.—Annual Representative Meeting. 

p.m. for 8.30 p.m.—Glasgow Graduates’ Dinner, Dudley 
Hotel, Lansdowne Place, Hove. 

p.m.—Edinburgh Graduates’ Dinner, Royal Pavilion Hote} 


Sunday, July 8 


a.m.—Roman Catholic Service. 

a.m. to 6.00 p.m.—All-day steamer trip from Portsmouth 
round the Isle of Wight, with luncheon and tea. 

p.m.—Orchestral Concert, at the Dome. 


Monday, July 9 


a.m.—Annual Representative Meeting Inquiry Office open 

a.m.—Scientific Exhibition opens at the Corn Exchange. 

a.m.—Exhibition of Pharmaceutical Products, Instruments, 
Appliances, and Medical Publications opens at the 
Corn Exchange. 

a.m.—Reception Room for Registration opens at the Corn 
Exchange. 

a.m.—Ladies’ Club open. 

a.m.—Annual Representative Meeting. 

p.m.—Annual General Meeting, at the Dome. 

p.m.—Council Meeting, Royal Pavilion (on conclusion of 
A.R.M.). 

p.m.—Special Session of Section of General Practice—* The 
Education of the General Practitioner.” 

p.m.—Adjourned Annual General Meeting and President's 
Address, at the Dome. 

p.m.—President’s Reception, Royal Pavilion. 


Tuesday, July 10 


a.m.—Reception Room open for registration, Corn 
Exchange. 

a.m.—Scientific Exhibition open, Corn Exchange. 

a.m.—Exhibition of Pharmaceutical Products, Instruments, 
Appliances, and Medical Publications open, Corn 
Exchange. 

a.m.—Ladies’ Club open. 

a.m. to 12.30 p.m.—Scientific Sections, Royal Pavilion. 

p.m.—Official Religious Service, St. Peter’s Church. 

p.m.—Annual Dinner, Hotel Metropole. 


* Wednesday, July 11 


a.m.—Reception Room open for registration, Corn 
Exchange. 

a.m.—Scientific Exhibition open, Corn Exchange. 

a.m.—Exhibition of Pharmaceutical Products, Instruments, 
Appliances, and Medical Publications open, Corn 
Exchange. 

am. to 10.00 a.m.—Round Table Conferences, Royal 
Pavilion. 

a.m.—Ladies’ Club open. 

a.m.—Leinster and Childe Golf Competition, West Sussex 
Golf Course, Pulborough. 

a.m. to 12.30 p.m.—Scientific Plenary Session, the Dome— 
“ Recent Advances in the Knowledge of Cancer.” 

p.m.—Overseas Conference, Royal Pavilion. 

to 5.30 p.m.—Scientific Sections, Royal Pavilion. 

p.m.—Civic Reception and Ball, Royal Pavilion. 
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Thursday, July 12 


8.iS a.m.—Annual Breakfast of the Christian Medical Fellow- 
ship, Hotel Metropole. 

900 a.m.—Reception Room open for registration, Corn 
Exchange 

9.00 a.m.—Scientific Exhibition open, Corn I xchange 

9.00 a.m.—Exhibition of Pharmaceutical Products, Instruments, 
Apptiances, and Medical Publications open, Corn 
Exchange. 

4.30 a.m.—Ladies’ Club open. 

9.30 a.m. to 12.30 p.m.—Scientific Sections, Royal Pavilion. 

10.00 a.m.—Treasurer’s Cup Golf Competition, West Sussex 
Golf Course, Pulborough. 

2.30 p.m. to 5.00 p.m.—Scientific Plenary Session, the Dome— 
“ The Present Position of A.C.T.H. and Cortisone.” 

9.00 p.m.—B.M.A. Dance. with buffet, Hotel Metropole 


Friday, July 13 


9.00 a.m.—Reception Room open for registration, Corn 
Exchange. 

9.00 a.m.—Scientific Exhibition open, Corn Exchange 

9.00 a.m.-—Exhibition of Pharmaceutical Products, Instruments. 
Appliances, and Medical Publications open, Corn 
Exchange. 

9.30 a.m.—Ladies’ Club open. 

9.30 a.m. to 12 noon.—Scientific Plenary Session, the Dome- 
“ Handicapped Children.” 

2.30 p.m. to 5.30 p.m.—Scientific Sections, Royal Pavilion 


EXCHANGE VISITS BETWEEN A.M.A., 
B.M.A., AND C.M.A. MEMBERS 


The scheme for exchange visits between members of the 
American, British, and Canadian Medical Associations, 
which has the approval of the Bank of England, will be 
ey during the financial year April 1, 1956, to March 
1, 1957. 


Procedure 


Two doctors from Britain may visit Canada in exchange 
tor two doctors from Canada. Each doctor from Britain 
will be required to make all his own travel arrangements 
and will also be required to deposit up to £200 with the 
B.M.A. in London. On arrival in Canada he will receive 
the equivalent of his deposit in Canadian dollars. Simi- 
larly, each Canadian doctor on arrival in Britain will receive 
the sum deposited in sterling. 

Two doctors from Britain may visit the U.S.A. in ex- 
change for two doctors from the U.S.A. Each doctor from 
Britain will be required to make all his own travel arrange- 
ments and will also be required to deposit up to £200 with 
the B.M.A. in London. On arrival in the U.S.A. he will 
receive the equivalent of his deposit in U.S. dollars. Simi- 
larly, each U.S. doctor on arrival in Britain will receive the 
sum deposited in sterling. 


Duration of Visits 


The duration of the visits is left to the discretion of the 
doctors concerned. The American, British, and Canadian 
Medical Associations cannot accept any responsibility for 
a doctor who allows his visit to outlast the money placed 
at his disposal. 

Applications are invited from members of the B.M.A. to 
take part in such exchanges. Medical practitioners in all 
branches of the profession, including general practice and 
public health, are eligible. Each applicant must state the 
object of his intended visit, and should also give the ap- 
proximate date on which he hopes to depart. (Successful 
applicants will in due course be required to furnish exact 
dates and detai!s of travel.) Applications must be received 
by the Secretary of the Association not later than March 1, 
1956. 


SUPPLEMENT 10 tHe 7 


ANNUAL MEETING: PROVISIONAL PROGRAMME SUPPLEMENT 


FALSE PROMISES OF PARTNERSHIP 


MEDICAL SERVICE COMMITTEE FINDINGS 


At a meeting last month the Caernarvonshire Executive 
Council adopted the report and recommendation of its 
Medical Service Committee and resolved that representation 
be made to the Tribunal that the continued inclusion of the 
name of Dr. “ Y” in any medical list would be prejudicial 
to the efficiency of the general medical services 

The Medical Service Committee had found the following 
facts established by the evidence. During the period from 
March, 1950, to August, 1955, Dr. Y had engaged at least 
nine doctors as assistants with a view to partnership, but had 
failed to come to an agreement with one. In July, 1953, the 
executive council gave notice to Dr. Y that permission to 
employ an assistant medical practitioner was withdrawn with 
effect from December 31, 1953. On March 14, 1954, Dr. Y 
made a fresh application. On March 16, 1954, the council 
resolved that the application be not granted. Dr. Y appealed, 
but the council’s decision was upheld. Dr. Y was interviewed 
by the council at his request in February, 1955, when it was 
resolved that the previous decision of the council be upheld. 
Nevertheless, Dr. Y had persisted in his practice of advertis- 
ing for and engaging assistants. In August, 1955, Dr. Y 
signed a stamped agreement with a Dr. “ X,” but refused 
to implement it when Dr. X was admitted to the medical list 
as his partner, with effect from September 1, 1955. 

In the Committee’s opinion, on the evidence before it, 
Dr. Y had been using the offer of a partnership as a means 
of inducing doctors to be his assistants, but the offers were 
not seriously meant. On his own admission, his practice did 
not justify the introduction of a partner. Dr. Y, by his 
conduct, had caused considerable hardship to young married 
doctors, who suffered financially and in other ways because 
of it, and in persistently engaging these assistants in his 
practice by dishonest means was bringing discredit upon the 
service. 


——4 


MIDDLE EAST BRANCH 


The next annual meeting of the Middle East Branch of the 
B.M.A. will be held at Teheran (Iran) from April 4 to 7. 
Among those who have accepted invitations to read papers 
are Dr. Macdonald Critchley (London), Professor D. M 
Dunlop (Edinburgh), Dr. Melville Mackenzie (London), Dr. 
George Ormiston (Southampton), and Mr. Dickson Wright 
(London). The Honorary Secretary of the Branch is Dr 
E. H. R. Altounyan (Aleppo, Syria). 


GENERAL-PRACTITIONER CLINICAL 
ASSISTANTS 


With the approval of the North-west Metropolitan Regional 
Hospital Board, the South-west Middlesex Hospital Man- 
agement Committee proposes to appoint six paid general- 
practitioner clinical assistants—two at King Edward 
Memorial Hospital and four at West Middlesex Hospital for 
one session per week. The appointments will be for a 
period of twelve months, in the first instance, and advertise- 
ments will be issued, inviting applications for the posts from 
general practitioners in the area served by the committee. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 
Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils.—Houghton-le-Spring. 
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STANDARD CREMATION FORMS 
SUGGESTIONS FOR NEW RUBRICS 


BY 
BERKELEY WAY, .C., M.B., B.S. 


Medical Referee, Golders Green Crematorium 


All cremation forms are statutory. The presence of the 
name of a crematorium or an undertaker on the form does 
not prevent it being used by another crematorium. The 
medical referee, in signing Certificate F, authorizes the 
superintendent of the crematorium he serves to cremate 
the remains, and alters the name of the crematorium on 
the certificate accordingly 

While the wording of the questions is standard and statu 
tory on all forms, there is some variation in the rubrics to 
some of the questions, and a form could be produced 
interpolating the best of these 

Cremation has increased from 7.8 of total deaths in 
1944 to 22.6% in 1954, and must inevitably increase further 
The present system of application and certification works 
smoothly, but certain improvements are possible in order 
to avoid distress to relatives and delay in cremation 


Applications and Declarations 


A rubric at the heads of the application form and certifi- 
cate B, requesting that names, addresses, and status be given 
in block letters, and an alteration in Form A from (Occupa 


tion or Description) of applicant to (Occupation) 


writing and by christian names common to both sexes 

Before the autumn of 1952 the applicant had to attend 
before a justice of the peace or commissioner for oaths 
Since then the declaration is made in this fashion: “I 
declare that to the best of my knowledge and belief the 
information given in this application is correct and no 
material particular has been omitted.” This is followed by, 
“ The applicant is known to me and I have no reason to 
doubt the truth of any of the information furnished by the 
applicant.” Under the space for signature is “ Capacity in 
which signatory has signed” and space for his address. A 
list of the many offices entitling people to be signatories 
is given, but there is no statement that the signature of the 
applicant need be made in the presence of the signatory. 

This has caused some confusion, for the meaning of 
“known to me” has been taken with great seriousness on 
one hand, to the extent of refusal of a signature, and on 
the other hand to cynical indifference by some duly- 
qualified funeral directors, who have handed already signed, 
undated forms for the applicant to fill in. 

It would be an improvement if the form could be wit- 
nessed by a householder, not a relative, as is the arrange- 
ment with the family allowance book. The end of the form 
would then read: “ The applicant is known to me and has 
signed this declaration in my presence, and I have no reason 
to doubt the truth of any of the information furnished by 
the applicant.” 

Signature of witness 


Capacity in which signatory has signed 
Address 


Form B 


Form B, the certificate of the medical attendant, would be 
helped by the addition of the following rubrics : 

Question 6 (a): “Did you attend the deceased during his or 
her last illness ?" 

Rubric: “ Answer to Question 6 (a) must invariably be Yes.” 

Question 7: “ When did you last see the deceased alive? (Say 
how many days or hours before death).” ; 
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Rubric: “ Uf over 14 days, a report must be made to the corone 
by the medical attendant, and his authority to certify must be 
mentioned in para. 18.” 

At present the sub-registrar has to report periods over 14 
days found on death certificates to the coroner, but a direct 
approach by the medical attendant would avoid delay. 

A larger blank space at the bottom of the certificate 
should be provided with this rubric : 

“Enter brief clinical details in cases where the illness is of 
verv short duration, e.g., coronary thrombosis, and when the 
deceased has not been seen in the last 14 days.’ 


Form C 
Form C, the confirmatory medical certificate, could be 
improved thus 
Question 4, “ Have you seen and questioned the medical prac 
titioner who gave the above certificate ? 


could be 

Question 4: “ Have you seen or telephoned, and questionec 
etc 4 (a) “ If the latter, were you sure of his identity 

Question 5 (a): “* Have you seen and questioned any other med 
cal practitioner who attended the deceased ? ” 

Rubric: “In all cases where the deceased died within 14 days 
of his admission to an institution, the doctor completing Form C 
must get in touch with the medical practitioner who attended 
the deceased prior to his or her removal, and accordingly the 
answer to question § (a) must be in the affirmative.’ 


In place of the word “Office .. .” after the certifier's 
qualifications, “ Any official appointment held . . .~ would 
be less confusing and of more value. 

Rubric: “In Hospital cases this should not be lower thar 


registrar, and in any case of doubt the signature of an indepen 
dent medical practitioner should be obtained.” 


The form should end with this fuller note in capitals 

“ NOTE: THESE CERTIFICATES, AFTER BEING SIGNED 
BY BOTH MEDICAL MEN, MUST BE HANDED OR SEN! 
IN A SEALED ENVELOPE TO THE MEDICAL REFEREE 
OF THE APPROPRIATE CREMATORIUM BY 10.30 a.m. ON 
THE DAY BEFORE THE CREMATION, OTHERWIS! 
THERE WILL BE DELAY.” 


Form D 
This is the certificate after post-mortem examination 
made at the request of the medical referee. It might be 
enlarged to allow the cremation of cadavera from medica! 
schools on the certificate of the professor of anatom) 
without further ado. 


Form E 

This is issued by the coroner at the conclusion of ar 
inquest, or after a necropsy when he has decided that nc 
inquest is necessary. 

In cases of road, railway, flying, and industrial accidents. 
he can issue the certificate before the end of the inquest 

Cases of coal gas, barbitone, or other poisonings, of deaths 
in hospital, or simple accidents in the home, may be held 
up for weeks before the evidence is complete enough fo: 
the inquest to be concluded. During all that time the bod) 
must be stored, and cremation delayed, to the distress of the 
relatives. A great deal of this distress could be avoided if 
the coroner could issue Certificate E in every case at his 
discretion. After all, the necropsy has been completed, and 
any parts required for analysis or pathological investigation 
would already have been removed. 


Form F 


The referee signs this authority to cremate after he has 
inspected the certificates, and, if necessary, interrogated the 
certifying doctors, or ordered a necropsy, when, in the words 
of the certificate, he is satisfied that “the cause of death has 
been definitely ascertained.” 


(Description, Mr., Mrs., Miss, or Title)... 
a 


JAN. 14, 1956 


The word “definitely” has been a stumbling-block to 
some referees. They are appointed by the Home Office and 
not by the Registrar-General. If a case has been conscien- 
tiously investigated by two doctors available for questioning, 
the lack of absolute accuracy in diagnosis does not seem 
reason enough to withhold cremation. He should require 
a coroner’s examination if there is any element of doubt, 
but to insist on routine post-mortems for scientific purposes 
only might be harmful to the cremation movement 


REFERENCES 
South-west Middlesex Crematorium Forn 
* Birmingham Crematorium Form 
* Nottingham Crematorium Form 


SUPPLEMENTARY OPHTHALMIC SERVICES 


The Ophthalmic Group Committee wishes to bring the 
following two points to the notice of ophthalmic medical 
practitioners in the supplementary ophthalmic service 


Frequency of Sight-testing 

From time to time the Group Committee's guidance is 
sought by ophthalmic medical practitioners who experience 
difficulty in obtaining payment of the sight-testing fee in 
cases where a local executive council alleges that the sight- 
test has been undertaken contrary to the terms of the Ministry 
of Health circular, E.C.L.25/50. This circular states, among 
other things, that sight should not be tested without the 
permission of the Ophthalmic Services Committee if it has 
been previously tested within the preceding 12 months, 
except in certain circumstances—e.g., where a further sight- 
test appears to be urgent. 

When difficulty arises it is usually caused by inaccurate 
information being given by the patient at the time the 
appointment is made, so that, for instance, in a case of 
apparent urgency, the ophthalmic medical practitioner does 
not discover until the examination is made that there is no 
urgency, or a mistake by the patient in the date of the 
previous sight-test is not discovered until the executive 
council checks the O.S.C.2 form with the records. 

The Group Committee takes the view that in such cases, 
when an ophthalmic medical practitioner accepts a patient 
and carries out a sight-test in good faith, there should be no 
question of the fee being withheld by the executive council. 

The Ministry was asked for its comments, and replied that 
although, having regard to the administrative responsibilities 
of ophthalmic services committees, an authoritative opinion 
could not be given, when a sight-test had been properly 
carried out and form O.S.C.2 had been properly completed 
and submitted for payment, in the Minister’s opinion the 
ophthalmic medical practitioner was entitled to a fee. 


Use of “ Reminders ” 


The practice of circulating reminders to patients with a 
view to making appointments for further sight-tests has 
recently been considered by the Ophthalmic Group Com- 
mittee. 

The number of ophthalmic medical practitioners who do 
this is probably small, but, in case there are any who may 
be in doubt about its propriety, the Committee wishes to 
state clearly its opinion that their use is undesirable. In 
the Group Committee’s view, the only reminder which may 
appropriately be given is in the form of verbal advice given 
at the time of the previous sight-test. 


Four donations of £5 each have been received by the Sou h- 
west Middlesex Hospital Management Committee in recognition 
of the treatment received by patients while in the group's hos- 
pitals. The sums will be used to provide additional amenities 


and comforts for patients and staff. 


STANDARD CREMATION FORMS 
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INDUSTRIAL DERMATITIS 


In March, 1955, the Council of the Association appointed 
a deputation to discuss with the Ministry of Pensions and 
National Insurance a number of points in connexion with 
the work of examining medical practitioners, and occupa- 
tional dermatitis in its relation to the National Insurance 
(Industrial Injuries) Act (Supplement, March 19, 1955, p. 93) 

The deputation went to the Ministry on May 13, and dis- 
cussed among other matters the possibility that examining 
medical practitioners might receive notification of the 
dermatologist’s diagnosis automatically in certain cases in 
which the claimant is referred to a dermatologist. The 
Ministry has now agreed that a copy of the dermatologist’s 
report shall be sent to the examining medical practitioner 
concerned in the following types of case: 

(1) Cases which are referred to a dermatologist after 13 weeks’ 
incapacity. 

(2) Cases which are referred to a dermatologist because the 
examining medical practitioner has felt unable to express a 
definite opinion about the diagnosis. 

(3) Cases in which the claimant has appealed to a medica! 
board against a decision that he was not suffering from industria! 
dermatitis, and the board, after considering a dermatologist's 
report, allow the appeal. 


Examining medical practitioners have been notified by 
the Ministry of these arrangements, which will be intro- 
duced at the beginning of April, 1956, for an experimental 
period 


SCHOOL HEALTH SERVICE 


CO-OPERATION BETWEEN G.P.s AND SCHOOL M.O.s 


At a conference of representatives of the Public Health, 
General Medical Services, Central Consultants and Speci- 
alists, and Central Ethical Committees of the Association, 
and representatives of the Society of Medical Officers of 
Health held in 1952 (Supplement, May 17, 1952, p. 241). 
the relationship between the school health service and 
general practitioners and the transmission of information by 
hospitals to the medical officers of health was reviewed 
The conference was the successor to an earlier one, held in 
1950, which arose out of a resolution of the Representative 
Body that the school medical officer should send any child 
whom he considered in need of hospital treatment to the 
family doctor and not, except in cases of urgency, to any 
particular hospital or consultant, such a choice being the 
province of the family doctor in conjunction with the 
parents. 


Principles 


The earlier conference had approved certain principles, 
and, set out in the following form, these were sent to all 
medical officers of health and honorary secretaries of B.M.A 
Divisions. 

“(1) Where, in the opinion of a medical officer employed by a 
local authority, a child needs special investigation (other than an 
ophthalmic examination) or treatment, he should send the child 
to a specialist only after prior consultation with the child’s own 
doctor, upon whom rests the responsibility for general medical 
care. 

“* (2) In consulting the general practitioner, the medical office: 
should give him the opportunity to make the arrangements for 
the consultation or to agree—by replying or in the absence of a 
reply—that the arrangements should be made by the medical 
officer. 

“ (3) A copy of any special report on the child received by the 
medical officer should be sent to the child’s own doctor.” 


Widely Adopted 
In 1953 the G.M.S. Committee, in its annual report (Sup- 
plement, May 2, 1953, p. 174), stated that from replies 
received from local medical committees it was satisfied that 
these principles were in the main being followed and that 
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no further action was required. Last year the Council re- 
ported to the Representative Body (Supplement, March 19, 
1955, p. 94) that the arrangements set out in the principles 
had been widely adopted, and that consideration was now 
being given to the possibility of providing the medical officer 
of health with copies of reports sent to general practitioners 
in cases when a child was referred by his own doctor to a 
consultant, and when special treatment or other facilities 
provided by the local education authority was advised 

Following a resolution from the Worcester and Broms- 
grove Division, which was passed by the Annual Represen- 
tative Meeting in 1955, to the effect that all possible steps 
be taken to ensure that the agreed arrangements for co- 
operation between the general practitioners and school M.O.s 
should be adopted throughout the country, the Council, on 
the recommendation of the Public Health Committee, 
decided to give these arrangements further publicity, hoping 
that those areas which were not already operating them 
would do so 


Scottish News 


SCHOOL HEALTH SERVICE 


SCOTTISH HOUSE 


The Secretariat and clerical staff of Scottish House, the 
B.M.A.’s Scottish Office, are moving into their new offices 
on the second floor of 6 and 7, Drumsheugh Gardens, 
Edinburgh, on January 23 and 24. Consequently the office 
will be closed to members on these two days, and it is 
probable that the telephone may be out of action on the 
second day. 

The new offices can be reached through a temporary 
entrance to 6, Drumsheugh Gardens, and a lift is available 
to carry visitors to the second floor. The Medical Practices 
Advisory Bureau will also have its office on the second 
floor. 

It is hoped that the further reconstruction of Scottish 
House, which is now proceeding, will be completed by the 
end of this year. Facilities then available to members will 
include a common room, library, and snack bar, as well as 
greatly improved cloakroom accommodation. The assembly 
hall and committee rooms will also be made more spacious. 


Questions Answered 


Apparatus for Domiciliary Consultations 


Q.-—-I am a whole-time chest physician now entitled to 
payment for domiciliary consultations. May I claim tax 
expense allowances to purchase a portable screening appar- 
atus or E.C.G. unit for use in these domiciliary consulta- 
tions ? 

A.—The expense of maintaining and of replacing appar- 
atus used for professional purposes is allowable, but the 
cost of the original apparatus is capital outlay and is not 
allowable as a professional expense. 


Salary Arrears Assessment 


Q.—1 am a whole-time permanent established Civil Servant 
entitled to the maximum pay of the basic medical officer 
grade. In May, 1954, the scale was revised, the increase in 
salary backdating to January, 1952, so that I received several 
hundred pounds back pay. All this is included in the 1954 
assessment for surtax purposes, and as a result the sum 
demanded is about three times what it would be if the 
arrears were spread over the years. Is there any remedy ? 


A,—The revision of the scale of salary and the aggregate 
sum which in consequence became payable should be 
regarded as involving a spread of the amount on a time 
basis over the financial years for which the payment was 
made. The amount is not wholly an emolument of the 
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financial year in which payment was made. If support is 
wanted for this view it will be found in the judgment of 
Roxburgh J. in the case of Heasman v. Jordan, which was 
heard in July, 1954. 

To avoid misunderstanding it may be said that income 
tax is deductible under the P.A.Y.E. system according to 
the rate in force for the year of payment, but that is merely 
a method of collection of tax. For surtax purposes (and 
if for any other reason the spreading of the amount its 
material) the tax should be calculated according to the 
periods in respect of which the payment was made. 


Inherited Car 


Q.—1/ have recently inherited a car under the terms of a 
will, 1 use the car for professional purposes. Can 1 claim 
an annual 20%, depreciation for wear and tear? 


A.—It is understood that, although the legality of the 
allowance may be open to doubt, the Board of Inland 
Revenue does not object to capital allowances being claimed 
and given on the basis that the cost to the taxpayer was the 
amount which the car was worth in the open market at the 
date it was taken into professional use. 


Surtax 
Q.—How is surtax computed ? 


A.—Surtax is an extra charge of income tax levied on 
the amount by which the joint total income of husband 
and wife exceeds a certain limit—at present £2,000. The 
total income 1s calculated according to the rules laid down 
in the Income Tax Acts. Personal allowances do not come 
into the calculation, but deductions are allowable for such 
specific reliefs as those given for maintenance of property, 
bank interest, etc. Normally, surtax cannot be properly 
assessed until some time after the end of the financial year 
for which it is payable, as, until then, factors may affect 
the computation of the amount of the total joint incomes— 
for example, the amount of the income received under 
deduction of tax in the form of dividends from public com- 
panies cannot be known until the end of the financial year 
concerned, 


B.M.A. Scholarship 


Q.—I am in possession of a B.M.A,. scholarship which 
the income-tax inspector states is liable to taxation. As 
junior hospital posts are essentially trainee in nature, is this 
money not exempt as an education scholarship ? 


A.—The statutory provision governing the exemption of 
scholarships from income tax is Section 958 of the Income 
Tax Act, 1952. The relevant portion of that section is as 
follows: Income arising from a scholarship held by a person 
receiving full-time instruction at a university, college, school. 
or other educational establishment shall be exempt from 
income tax. The “full-time” requirement is presumably 
the disqualifying element in this case. 


Buying a Car for Partnership 


Q.—! am about to enter into partnership. At present | 
own a car purchased before going into practice, and now 
have to buy another. 1 am told that I can either buy the 
car myself or have it bought by the partnership. Which 
method is most advantageous from the income-tax point of 
view ? 

A.—In the case of a professional partnership it is the 
ordinary practice for the amount assessed on the firm to 
be allocated between the partners as near as possible on the 
basis of the amount which would have been divided between 
them as a profit. If, for instance, one partner owns a car 
and the other does not, the allocation would take that factor 
into account and the car expenses and the capital allowance 
would be set against the car-owner’s share of the profit. It 
seems to follow that in this case there should ultimately 
be no difference in the amount of tax payable by cither 
partner, whether the car to be purchased is bought by the 
partnership as such or by one of the partners. 
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CORRESPONDENCE 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Was it a Drug? 

Sir,—I have been following with interest the decisions of 
referees under the heading of “ Was it a Drug?” which 
you have been publishing of late. I have no doubt that 
many like myself have been hoping to obtain some guidance 
from these cases which might give us an indication as to 
what considerations move executive councils, local medical 
committees, and above all the referees in arriving at their 
decisions, For my own part I confess myself very much 
disappointed. In the Supplement of December 24 (p. 178) 
you quote a decision in a case of chronic nephritis with low 
serum protein in which “ casilan” was considered to be a 
food supplement and which the referees decided was not a 
drug. Immediately after this you give a decision in a case 
of nephrosis with hypoproteinaemia where the referees 
(possibly not the same ones) were much influenced by the 
fact that casilan was salt-free and that even though it might 
be a supplement to diet it had a therapeutic effect which 
decided them to call it a drug. 

If we look for the principles upon which these cases are 
supposed to be decided we shall be referred to the Defini- 
tion of Drugs Joint Subcommittee, an extract of whose 
report appears in the recently issued Handbook for General 
Medical Practitioners (p. 90). The relevant paragraph reads: 
“ Preparations whose primary purpose is to provide nourish- 
ment in established disease shall be classed as drugs—e.g., 
protein hydrolysates, allergilac, cod-liver oil and malt. The 
practitioner must be prepared to justify the ordering of these 
substances as requisite for the treatment of his patients.” 
In practice the doctor is frequently called upon to do the 
justifying and there appears to be no indication of the sort 
of thing that will satisfy the investigating authority. 

Now I am well aware that the various bodies deciding 
these issues “ consider each case separately on its merits,” 
and a decision in one case is not binding on another, but 
the practitioner is entitled to expect that this high-sounding 
phrase is not merely a blind behind which committees 
making arbitrary decisions can hide. At present the prac- 
titioner who is in doubt can obtain little in the way of 
guidance which will assist him to decide whether the sub- 
stance he considers necessary for his patient is going to be 
charged against him or not. The only real answer anyone 
can give him is, “ Try it—and see what happens to you.” 
{ suggest he is entitled to more consideration than this. Is 
there any reason why the committees concerned should not 
declare the principles on which they decide these cases ? 
Or are we to assume that they haven't any ? 

In my view the principle which should decide whether 
a substance is a food or a drug could readily be formulated. 
I suggest, for instance, the following: A substance is a drug 
if it is prescribed with a view to producing a therapeutic 
effect which could not readily be produced by ordinary 
articles of diet, Nor can I see any insuperable difficulty in 
formulating a principle for deciding whether a substance is 
a drug or a cosmetic and am willing to suggest one for this 
too. The formulation of such principles would not prevent 
committees from pursuing their policy of considering each 
case on its merits, but would give the practitioner some 
guidance as to what his chances were. 

It never ceases to amaze me that practitioners have been 
content to submit to this arbitrary authoritarianism for so 
long, especially when one considers that the out-patient 
department of a hospital (which is no more liable to provide 
food than the general practitioner) can, and frequently does, 
order the selfsame patients unlimited quantities of anything 
that comes out of its dispensary without question and irre- 
spective of what the referees or anybody else may think. 
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We have a right to expect local medical committees and 
the referees to declare themselves and to demand to know 
what the law is before being penalized for breaking it.—I 
am, etc., 


London, W.9 A. Lewis. 


Cost of Prescribing 


Sir,—From time to time patients request a supply of 
halibut-liver-oil capsules (or some similar preparation) on 
the grounds that their previous doctor has prescribed this 
to prevent colds in the winter. When such patients show 
no evidence of vitamin deficiency and state that they take a 
normal diet I decline to prescribe the preparation requested. 
Thereupon the patient is usually rather annoyed because it 
appears to him that one or other of the two doctors con- 
cerned is a fool or a knave. Further, if the patient remains 
convinced, as I usually expect he does, that he is entitled 
to, and benefits from, the preparation in question, he may 
well change his doctor for one more amenable. 

If placebos have a place in rational therapy surely some 
cheaper one would do.—lI am, etc., 


Brighton, 6 R. S. SAXTON. 


Increased Cost of Living 


Sir,—It is interesting to read in the Daily Telegraph of 
December 19 that Parliamentary Secretaries receive a salary 
of £2,000 a year and that an M.P. receives £1,000 per 
annum, plus £2 a day for every day that Parliament sits, 
excluding Fridays, and that they are hoping shortly to have 
a Bill introduced to increase their salaries due to the in- 
creased cost of living. 

I would like to ask a simple question: Who has more 
responsibility—an M.P. who sits and discusses things and 
who knows that any mistake made can be fairly easily 
rectified, who has his nights free, with the exception of 
the not-so-frequent night sittings, and who is always certain 
of a holiday which, except for interviewing constituents, is 
completely free, or the G.P. whose salary was fixed in 1951 
and who gets between £2,000 and £3,000 a year and has to 
pay all his expenses himself (secretarial, travelling, upkeep 
of surgery, etc.), who has at all times to be on his toes—a 
mistake may mean death, or, if not death, a lawsuit with 
heavy damages—who is also never certain of having a full 
night in bed, who, even when he takes his holidays, has to 
pay for a locum and is responsible for any error or omis- 
sion on the part of his deputy? In other words, a G.P. 
is never off duty. 

If the M.P.s want higher salaries on account of the cost 
of living, I think they should also agree that the G.P. is 
entitled to an increased salary without delay. We could do 
without M.P.s (as dictator countries appear to have done), 
but can we get along without the medical profession ?—I 
am, etc., 


London, S.E.6 R. G. WiGoperR. 


Merit Awards 


Sir,—It is improbable that the new Minister of Health 
will make fundamental changes in the method of allocating 
merit awards, but he might feel (or be brought to feel) that 
frankness might pay dividends in the form of good will. 
Only the names of the chairman and the secretary have 
been published. May we not know who are the other 
members ? There is a widespread idea that the committee 
consists of only the two people whose names we know. 

Secondly, is it not time that the profession knew the 
names of the recipients of the awards? I am aware that 
the argument against publication is that it might prove to 
be unfair to those consultants who have not received an 
award. That is, however, nonsense. As I have pointed out 
before, members of our profession who receive knighthoods 
and other honours are publicly known, and I have never 
heard any complaint that th’s is inequitable. 

Thirdly, there is a question that many of my friends and 
1 would like answered—what suasions are employed to 
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make the recipients of awards silent about their good for- 
tune? Are they threatened with loss of the award if they 
talk about it? If not, it is impossible to imagine why they 
are so oyster-like. Most people who receive such honours 
as corresponding membership of foreign scientific societies 
tell their friends, but, when the matter of merit awards is 
n question, it is only by the size of their cars that we can 
guess that our friends have been fortunate. 

It may be that Wilde was right that “ Democracy means 
simply the bludgeoning of the people by the people for 
the people,” but there is something remarkably distasteful 
about the merit award system, which is simply the bludgeon- 
ng of some consultants by some consultants for some 
consultants. The Merit Awards Committee controls a very 
large sum of public money (some of it mine); and there 
can be no valid reason why the public that finds the money 
should not know where it goes. There is, after all, nothing 
n the matter that requires such hidden estimates as those 
of the Secret Service.—I am, etc., 

A. Piney. 


London, W |! 


S.H.M.O. Posts 


Sir,—-My attention has been drawn to the published 
account of the proceedings of Council (Supplement, Decem- 
24, 1955, p. 175). The chairman of the Central Consultants 
ind Specialists Committee is reported as having said, with 
regard to new S.H.M.O. posts, that: “ Regional boards could 
not make an appointment unless it conformed with the 
rules.” 

{ hope that the chairman has been incorrectly reported, 
as the statement is far from the reality. In fact, one of 
the main grievances of S.H.M.O.s is that regional boards 
have abused the “ rules" so as to create many new S.H.M.O. 
posts where consultant work is done at a lower salary scale. 

This procedure was mentioned officially by the previous 
chairman of the Central Consultants and Specialists Com- 
mittee, Dr. Rowland Hill, when he spoke of the abuse of 
the S.H.M.O. grade in the specialties of anaesthesia and 
obstetrics and gynaecology (Supplement, July 10, 1954, p. 19). 
This practice has not yet ceased, nor has any attempt been 
made to rectify these appointments, many of which are 
recent. Out of many such there are outstanding examples 
in the specialty of chest diseases. Here, in one year, 24 
new S.H.M.O. posts were created, yet the consultant estab- 
lishment was increased by one. In this branch of medicine 
$.H.M.O.s now substantially outnumber consultants. 

S.H.M.O.s are grateful for the efforts that are and have 
been made on their behalf. There is still much to be done, 
in particular for both the senior and the junior members of 
the S.H.M.O. grade.—I am, etc., 

Leicester G. WarinGc ROBINSON, 

Chairman, S.H.M.O. Group, B.M.A 


Registrars’ Salaries 

Sir.—I note that medical officers in the Civil Service now 
receive salaries ranging from £1,595 to £4,000 per annum 
(Supplement, November 26, p. 145). I hope that the rest 
of the profession will note, mark, and inwardly digest the 
fact that administrative officers in the Civil Service, at even 
the lowest point of their salary scale, seem to come off 
very well as compared with senior registrars in whose hands 
lies a large part of the consultant work of the hospital 
service. The Civil Service officer aged 30 receives £1,345, 
and his salary ascends from that point. By contrast, no 
matter how old a senior registrar is—and there are many 
aged 35 and over—-his salary does not rise above £1,400. 
The position is inequitable in the extreme, and is a sad 
reflection on the relative values placed upon clinical as 
opposed to administrative work. 

Since I am a member of the depressed “ working class ” 
of medicine, | hope, Sir, that you will permit me to be 
anonymous.—1I am, etc., 

“Sentor SurGicat 
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Salaried Service 

Six,—-In Dr. R. S. V. Marshall's excellent letter (Supple- 
ment, December 17, 1955, p. 171) I was sorry to see the 
words, “ Either we must have a salaried service (and God 
help our patients). implying his disapproval of a 
salaried service, 

I do not imagine that Dr. Marshall was any less diligent 
towards his patients when he did his hospital appointments, 
or served in the armed Forces, both being salaried services, 
than he now is. At present we have the curious position 
where one part of the National Health Service—that is, the 
hospital part—is salaried, and the other part—the prac- 
titioner service—is not. A doctor with medical interest will 
do his best for his patients whatever method of payment, if 
any, is involved. If the necessity for divine aid arises in 
spite of this it is unfortunate. 

This assumption that a salaried service is ipso facto bad 
has rather developed into a cliché in your columns during 
the last few years. We do not assume that the captain 
of a liner or the pilot of an aircraft is necessarily ineffi- 
cient because salaried. In fact, we cheerfully trust our 
lives to their care.—I am, etc., 

Harrow 


J. E. S. STEPHENS 


Sir.—One assumes from Dr. R. W. Watton’s letter 
(Supplement, January 7, p. 3) that he has never been in 
general practice. 

A salaried service would be a wonderful life for the 
doctor in general practice, which life is hardly to be com- 
pared with that of the consultant ; good, bad, or indifferent, 
conscientious or not, everyone would presumably receive 
the same pay, would work fixed hours, would not have to 
pay for a locum, and he would be able to move from prac- 
tice to practice without any financial anxiety. But heaven 
help the patients! It would not matter financially to the 
doctor whether he made that little extra effort when he was 
tired or had some other distraction which must, all in all, 
save quite a few lives during the course of the year. It must 
be remembered that the patient is brought or sent to the 
consultant, but the G.P. has to make the effort to go to his 
patient. A salaried service would also accentuate the fact 
that the less work the doctor did the better off, financially, 
would he be, as the less would be his expenses. This would 
seem to put rather a premium on one’s conscience.—I 
am, etc., 


Cheriton Bishop, Exeter F. E. GRAHAM-BONNALIF 


Entry into General Practice 


Sirk,-I am glad to see that recent correspondence has 
drawn attention to the difficulties of entry into general prac- 
tice which have resulted from the abolition of sale of good- 
will. As one of the younger members of the profession 
particularly affected, I have frequently discussed this matter 
with others in like position, and certain points often raised 
seem worthy of further consideration. 

Prohibition of sale of goodwill is a factor which tends 
to reduce the number of vacancies in general practice. A 
doctor in his later years has less incentive to keep his 
practice in a flourishing condition, and none at all to retire 
early before any decline in the practice has occurred. He 
tends to stay on, the practice slowly dwindling until, when 
he retires or dies, it is so small that it is not advertised as a 
unit but is dispersed among neighbouring practitioners (it 
is true that the total number of principals has increased 
owing to other factors, but the increase would have been 
greater had it not been for this factor). Since each principal 
at present attracts about £2,500 to the central pool, it is 
clear that this process affects adversely not only those 
hoping to become principals but also the income of all 
general practitioners. Moreover, it especially reduces the 
number of single-handed practice vacancies, which many 
doctors would prefer to junior partnerships, particularly 
under present conditions. 
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It is often stated that \oung doctors will not go to the 
less attractive areas—tor example, the industrial north. 
Who can blame them? They know that if they do they 
will almost certainly have to stay there for the rest of 
their lives. Even if they do not mind, their wives are 
unlikely to welcome this prospect. Restoration of sale of 
goodwill, by restoring mobility, would encourage young 
men to start in a less attractive area, knowing that they 
could move later. Meanwhile, other doctors in these areas 
would be less overworked and hence able to give a better 
service to their patients. 

Perhaps the worst feature of the present arrangements 
for the young doctor is that it is virtually impossible for 
him to plan his career or take a practice to which he is 
suited. His chances of obtaining any particular practice 
vacancy are so small that he must apply for virtually every 
one which might possibly be suitable, or risk many years 
as an assistant, and he would be a bold, indeed a reckless, 
man who would refuse a practice offered him by an execu- 
tive council for fear of not obtaining another—and once 
in it, in for life. Moreover, he must not waste time in 
hospital work, in an attempt to gain a higher qualification- 
he will have less experience in general practice, and, more 
serious, he may be regarded by the selection committee as 
a “failed specialist.” Should he have been so foolish as 
to serve overseas or in the Forces for some time, he will 
be in a sorry plight, as Dr. E. P. Pratt (Supplement, Decem- 
ber 10, 1955, p. 161) points out. So he stays on in Britain, 
and swells the ranks of frustrated assistants, much to the 
satisfaction of some of those who are on the right side of 
the present “ buyers’ market” for assistants. 

I feel sure that many young doctors would willingly work 
for a period as assistants if they could feel that, in addition 
to gaining experience, their savings could be used as a 
deposit which, together with a loan, would enable them 
to purchase introduction to a practice at the time and place 
of their choice, knowing that they would be able to sell and 
move later if they wished, and that on retirement they would 
have a capital sum related to the value of money at the 
time (there is of course no reason why the present super- 
annuation scheme should not continue). Moreover, part- 
nerships would be more readily effected, and would be more 
satisfactory, were it possible to dissolve them, if need be, 
without serious hardship, as pointed out by Dr. A. V. 
Russell (Supplement, December 24, 1955, p. 179).—I am, ete., 


Chingford. Essex F. G. ToMuIns. 


National Service Deferment—Teaching Hospital 
Preference 


Sir,—I was interested to read the letter by * P.B.” (Supple- 
ment, January 7, p. 4) suggesting that there is teaching hos- 
pital favouritism regarding National Service deferment. | 
have no personal concern with:this aspect of the problem, 
having volunteered for the Services at the outbreak of the 
war and served my full six years. Since that time, however, 
a varied surgical career, which has included six years as a 
senior registrar at non-teaching hospitals, seems to have 
damned me from here to eternity. I understand that now- 
adays senior registrar appointments include a period at a 
teaching hospital to enable all candidates to do at least one 
year’s intensive lobbying, an opportunity which did not exist 
some years ago. There still exists a hard core of those who, 
like myself, did their full senior registrar training at a non- 
teaching hospital and who are now holding “ transitional 
senior registrar” appointments. Time after time we sec 
ourselves passed over for consultant posts by candidates very 
much younger than we. very much less experienced in 
surgery, with little or no war experience, and with little 
or no original work to their credit. Their only claim to 
success is that, while holding teaching hospital appoint- 
ments. they have been able successfully to lobby the right 
members of regional selection committees. 

Is there any future to which we can look forward, or are 
we condemned to wander through eternity like the lost souls 
of Dante’s Inferno? We must be one of the few bodies in 


our welfare state who have no representation, no bargaining 
capacity, no status, and yet are allowed to shoulder the 
burden of the responsibility of many of the smaller provincial 
hospitals. Is there no one in a position of authority who is 
prepared to make a stand for those who have served their 
country at war and the Health Service at peace for so many 
years without any apparent recognition? Our wartime 
hopes and dreams have long been shipwrecked, and all we 
ask is a little salvage money to keep us in some security in 
our rapidly advancing old age.—I am, etc., 


Slough Rosin Burkirr. 


Brave New Year 


Sir,—We are all familiar with Chancellors who penalize 
extra endeavour, but it was left for a doctor to think up a 
5s. charge on transferred telephone calls, to doctors who 
consider it their duty to make themselves readily available 
for unpaid overtime.—-I am, etc., 


Manchesicr. E. S. Burt HAMILTON. 


B.M.A. LIBRARY 


The Library service is available to all members of the Associa- 
tion resident in Great Britain and Northern Ireland (and by 
special arrangement to members of the Irish Medical Associa- 
tion). A copy of the Library Rules will be forwarded on 
application to the Librarian at B.M.A. House. 

The following books have been added to the Library: 


Bailey, D. S.: Homosexuality and the Western Christian Tradition. 1955 

Becker, H. (Editor): Financing Hospital Care in the United States 
Volumes 2 and 3 1955 

Belcher, J. R.. and Grant I. W. B.: Thoracic Surgical Management 
Second edition. 1955 

Blank, H#., and Rake, G.: Viral and Rickettsial Diseases of the Skin, Eye. 

and Mucous Membranes of Man. 1955 

Boyd, W.: Pathology for the Surgeon. Seventh edition. 1955. 

Browne, F. J., and Browne, F. J. M.: Postgraduate Obstetrics and Gynacc- 
ology. Second edition. 1955. 

Burch, G. E.. and Winsor, T-.: 
edition. 1955. 

Canetti, G.: The Tubercle Bacillus in the Pulmonary Lesion of Man. 1955. 

Canmtarow, A., and Trumper, M.: Clinical Biochemistry. Fifth edition 
1955. 

Castellani, A.: Further Observations on Some Little Known Tropical and 
Subtropical Diseases. 1! 

Cecil, R. L.. and Loeb, R. F. (Editors): Textbook of Medicine. - Ninth 
edition. 1955 

Ciba Collection of Medical Mlustrations. Volume 2. Reproductive System 
Prepared by F. H. Netter. 1954 

Cyriex, J.: Textbook of Orthopaedic Medicine. Fifth edition. Volume 2 
Treatment by Manipulation and Massage. 1955 

Duke-Elder, Sie S. (Editor): Glaucoma: A Symposium. 1955. 

Dunbar, F.: Mind and Body: Psychosomatic Medicine. New enlarged 


Primer of Electrocardiography. Third 


Pharmacists. 1955 

Gibbens, J.: Care of Young Babies. Fourth edition. 1955. 

Gibberd, G. F.: Short Textbook of Midwifery. Sixth edition. 1955 

Handley, W. S.: Genesis and Prevention of Cancer. Second edition. 1955 

Hathaway, W.: Education and Health of the Partially Secing Child. Third 
edition. 1954. 

Hawk, P. B., ef al.: Practical Physiological Chemistry. Thirtcenth edition 
1954 

Hryntschak, T.: Suprapubic Prostatectomy. 1955. 

Hunter, D.: Diseases of Occupations. 1955. 

Illingworth, C. F. W.: Short Textbook of Surgery. Sixth editio 1985 

Ishihara, S.: Tests for Cofour-blindness. Eleventh edition. 1954, 

Lewison, E. F.: Breast Cancer and its Diagnosis and Treatment. 1955 

Mcliwain, H.: Biochemistry and the Central Nervous System. 1955. 

Macintosh, Sir R.. and Ostlere, M.: Local Analgesia: Head and Neck 
1955 

Malpas, P.: Genital Prolapse and Allied Conditions. 1955 

“ Medica’: Any Wife or Any Husband. Second edition. 1955 

Mitchell-Heaggs, F.: The M.B., B.S. Finals. Fourth edition. 1955 

O'Sullivan, E. N. M.: Textbook of Occupational Therapy. 1955 

Ramon y Cajal, S.: Studies on the Cerebral Cortex (Limbic Structures) 
1955 

Rocha ec Silva, M.: Histamine: ats Role in Anaphylaxis and Allergy. 1955 

Rowe, N. L., and Killey, H. C.: Fractures of the Facial Skeleton. 19%‘ 

Selected Writings of Florence Nightingale. 1954. 

: Atlas of Men. 1954 


Thienes, C. H., and Haley. T. J.: Clinical Toxicology. Third edition 
955. 


Thomson, St. StC., and Negus, V. E.: Diseases of the Nose and Throat 
Sixth edition. 1955 

Thorpe, W. V. : Biochemistry for Medical Students. Sixth edition. 1955. 

Topley and Wilson's Principles of Bacteriology and Immunity. Fourth 
edition by G. S. Wilson and A. A. Miles. Two volumes. 1955 

Tow, P. M.: Personality Changes Following Frontal Leucotomy. 1955 

Trevor-Roper, P. D.: Ophthaimology. 1955 

Valentine, M.: Introduction to Psychiatry. 1955. 

Wangensteen, O. H.: Intestinal Obstructions. Third edition. 1955. 

Wells, W. F.: Airborne Contagion and Air Hygiene. 1955. 


BRITISH MEDICAL JOURNAL 23 


edition 1955 
Tanner, J. M Growth at Adolescence 1955 
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Association Notices 


FORMATION OF BAHAMAS BRANCH 


Notice is hereby given by the Council of the formation of 
a new Bahamas Branch of the British Medical Association, 
comprising the Colony of the Bahama Islands. 
A. MACRAE, 
Secretary. 


PRIZES FOR NURSES 


The Council of the British Medical Association is prepared 
to consider the award of prizes for essays submitted in 
open competition by nurses in the following categories : 
(1) student nurses, (2) State-registered nurses working in a 
hospital, (3) State-registered nurses working outside hospital 

Le., district nurses, private nurses, occupational health 
nurses, public health nurses, etc 


The subjects of the essays for 1956 are: Category (1).—‘“ The 
work of the hospital department which interests me most, and 
why.” Category (2).-“* Ways in which the nursing curriculum 
could be improved.” Category (3). The nurse’s place in the 
community.” 

Certificates and prizes will be awarded in each category as 
follows: 20 guineas for the best essay; 10 guineas for the second 
best essay. Should the Council decide that no essay entered is 
of sufficient merit, no award shall be made. 

The purpose of this competition is the promotion of systematic 
observation among nurses. In awarding the prizes due regard 
will be given to evidence of personal observation. No essay that 
has previously appeared in the medical press or elsewhere will be 
considered cligible for a prize. Previous prizewinners may com- 
pete for a second award. Nurses who are undergoing a course 
of training at a hospital are eligible to compete under category 
(1); nurses registered by the General Nursing Council are eligible 
to compete under categories (2) or (3), whichever is appropriate 
If any question arises in reference to the eligibility of a candi- 
date or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association shall be final. 

The essay should be typewritten if possible, but a legibly written 
manuscript will receive equal consideration. It must be written 
in the English language, on one side of the paper only, must be 
unsigned, but have with it a detachable note containing the name 
and address of the candidate and the category into which he or 
she falls. Essays, which, it is suggested, should consist of 2,000 
to 5,000 words, must be forwarded so as to reach the Secretary 
of the British Medical Association not later than March 31, 1956. 

Preliminary notice of entry for this competition is required, 
and a special form for this purpose is obtainable from the 
Secretary, British Medical Association, B.M.A. House, Tavisteck 
Square, London, W.C.1. A. MAcRae. 

Secretary. 


Diary of Central Meetings 


JANUARY 

17. Tues Chairman's Subcommittee, Constitution Com- 
mittee, 2 p.m. 

18 Wed Occupational Health Committee, 10 a.m 

18 Wed Central Ethical Committee, 2 p.m. 

18 Wed Consultant, General Practice, and Public Health 
Liaison Committee, 2 p.m 

18 Wed Finance Committee, 2 p.m 

19 Thurs G.M.S. Committee, 10.30 a.m. 

19 Thurs. Dermatologists Group Committee, 2 p.m. 

23 Mon Staff Side, General Whitley Council (at 14, Russell 
Square, London, W.C.), 10.30 a.m. 

23. Mon Full General Whitley Council (at 14, Russell 
Square, London, W.C.), 2.30 p.m. 

23 Mon Scientific Exhibition Selection Committce (at 27, 
Brunswick Square, Hove), 3 p.m. 

24 Tues Special Committee on Advisory Machinery, 2 p.m 

24 Tues Film Catalogue Subcommittee, Film Committee, 

28 Wed Planning Subcommittee, Occupational Health 
Committee. 10 a.m. (Change of date and time.) 

25 Wed Forensic Medicine Subcommittee, Private Practice 
Committee, 2 p.m 

25 Wed Practice Accommodation Subcommittee, G.M-S. 
Committee, 3 p.m 

26 Thurs. Conference Agenda Committee, 2 p.m. 

27 «Fri. Venereologists Group Committee, 2 p.m. 

27 Fri Staff Side, Committee C, 2.30 p.m. 

11 Tues Editorial Subcommittee, Joint Formulary Com- 
mittee, 2 p.m. 
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ASSOCIATION 


SUPPLEMENT to THE 


NOT IC ES Bairish MepicaL JouRNA 
FEBRUARY 
1 Wed Council, 10 a.m. 
1 Wed. Joint Consultants Committee (at Royal College of 
Obstetricians and Gynaecologists, 58, Queen 
Anne Street, W.), 10.30 a.m. 
3. OF ri Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m 
6 Mon. S.H.M.O.s Group Executive Committee, 2 p.m. 
7 Tues. Trainee General Practitioner Subcommittee, 
G.M.S. Committee, 2 p.m 
16 Thurs. G.M.S. Committee, 10.30 a.m. 
16 Thurs. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m 
22 Wed Coal Gas Poisoning Subcommittee, Science Com- 
mittee, 2 p.m. 
22 Wed. Joint Subcommittee of Rehabilitation and Film 


Committees, 4.30 p.m. 


Branch and Division Meetings to be Held 


ABERYSTWYTH Drvision.—At Machynlleth Chest 
Sunday, January 15, 10.30 a.m., clinical meeting. ; 

BIRMINGHAM Drviston.—At 154, Great Charles Street, Birm- 
ingham, Tuesday, January 17, 8.30 p.m., meeting. Lecture by 
Mr. W.G. Mills: “ Progress in Gynaecology.” 

Bristot Division.—At Main Physics Lecture Theatre, Royal 
Fort, Bristol University, Wednesday, January 18, 8.30 p.m., 
— meeting. Lecture by Miss E. Ralph: “Old Bristol.” 

Aembers may bring a guest. 

Carpire Drviston.—At Park Hotel, Cardiff, Wednesday, 
January 18, 8 p.m., supper-meeting to which members and their 
ladies are invited. Mr. E. Roderick Bowen, Q.C., M.P., will 
give an address of general interest. 

CHELSEA AND FULHAM Drviston.—-At St. Stephen's Hospital, 
Fulham Road, S.W., Tuesday, January 17, 8.30 p.m., general 
meeting. Talk by Mr. D. H. Sandell: “The Dangers and 
Pitfalls in the Diagnosis of the Acute Abdomen.” Members of 
the Kensington and Hammersmith Division are invited. 

Hawieax Diviston.—At Alexandra Hall, Halifax, Tuesday, 
January 17, 8 for 8.30 p.m., annual dinner dance 

Hype Drviston.—At Pack Horse Inn, Mottram, Wednesday, 
January 18, 8.45 p.m., scientific meeting. LC.1. Film: “ Gait.” 
Dr. G. H. H. Benham will comment on the film and lead 
discussion. 

LAMBETH AND SourHwaRK Diviston.—At Lambeth Hospital, 
Brook Drive, S.E., Sunday, January 22, 11 a.m., clinical meeting. 

NortH Mippiesex Division.—At Coroner’s Court, North 
Middlesex Hospital, Silver Street, Edmonton, N., Tuesday, 
January 17, 8.45 p.m., meeting. Paper by Dr. W. E. Clarke: 
“Some Aspects of Coronary Artery Disease.” 

NorTHERN IRELAND BraNncH.—({1) At Woodbourne House Hotel, 
Suffolk, Dunmurry, Tuesday, January 17, 7.30 for 8 p.m., Presi- 
dential Dinner. (2) At Upper Lecture Theatre, Institute of Clini- 
cal Science, Grosvenor Road, Belfast, Thursday, January 19, 
8.30 p.m., meeting. B.M.A. Lecture by Dr. J. H. Wright: “ Role 
of the Family stor in the Prevention and Cure of Heart 
Failure.” Senior medical students are invited 

OtpHAM Drviston.—(1) At Albion Club, Queen Street, Oldham, 
Monday, January 16, 9 p.m., meeting. Mr. J. N. Appleton: 
“Some Conditions of the Ear, Nose and Throat commonly met 
with in General Practice.” (2) At Oldham Royal Infirmary, Sun- 
day, January 22, 11 a.m, to 12.45 p.m., Brains Trust. 

Ricumonp Reception Room, Mortlake Brewery, 
Lower Mortlake Road, Friday, January 20, 8.30 for 9 p.m., meet- 
ing. Lecture by Mr. D. F. Freebody: “ Treatment of Disk 
Lesions.” Discussion to be opened by Mr. E. H. T. Hambly. 

ScarBoROUGH Diviston.—At Scarborough Hospital, Thursday, 
January 19, 8.30 p.m., meeting. Lecture by Professor Esther M. 
Killick: “ An Impression of Medicine ‘n Russia.” 

SoutH BeprorpsHire Division.—At Board Room, Luton and 
Dunstable Hospital, Wednesday, January 18, 9 p.m., meeting. 
Films and slides will be shown. 

Soutn Essex Drviston.—At Oldchurch Hospital, Romford, 
Friday, January 20, 9 p.m., meeting. Lecture by Dr. P. H. 
Tooley: “‘ The Dynamics cf the First Interview.” 

SoutH Starrs Division.—At the Victoria Hotel, Wolverhamp- 
ton, Thursday, January 19. 8 for 8.30 p.m., B.M.A. Annual 
Dinner. Guest of Honour, Dr. E. W. Strange. Members’ wives 
are invited. 

SourH WaLes Brancn.—At Nurses’ 
Hostel, Royal Gwent Hospital. Newport, Thursday, January 19, 
3.15 p.m., Joint Clinical Meeting with Monmouthshire Division. 

SoutH-west Essex Division.—At Nurses’ Lecture Theatre. 
Whipps Cross Hospital, Leytonstone, E., Wednesday, January 18, 
8.30 p.m., meeting. B.M.A. Lecture by Dr. T. Rowland Hill: 
_ Reflections upon the National Health Service and its Problems.” 

Wican Drviston.—At Lewis's Restaurant, Wallgate, Wigan. 
Thursday, January 19, meeting. Address by Mr. John Charnley : 
“ Intervertebral Disk Protrusion.” 

WincHester Diviston.—At the Nightingale Home, Roval 
Hampshire County Hospital, Winchester, Tuesday, January 17. 
8.15 for 8.30 p.m., meeting with the E.C.I. Club. B.M.A. Lecture 
by Sir Francis Walshe, F.R.C.S.: “ The So-called Traumatic 
a its Genesis and Treatment.” 
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Mothers are grateful 
when you advise 
canned strained foods 


When you recommend a varied diet for baby based 
on Heinz Strained Foods, you are recommending 
a diet which can easily be followed by even the 
busiest mothers. And baby will benefit not only 
from the nourishment of these foods, but also from 
accustoming his palate to a variety of flavours at 
an early age. 

And another point is this. It is often impossible 
for a mother — particularly if she lives in a town 
—to make foods as nourishing as Heinz. Heinz 
have the advantage of baying farm-fresh fruits and 
vegetables and also of having cooking and strain- 
ing equipment that keeps the maximum amount 
of goodness in the foods. 

For a FREE booklet giving the exact nutrient 
values of all 19 varieties of Heinz Strained Foods, 
please write to Dept. 1P, H. J. Heinz Company 
Ltd., London, N.W.10. 


“HEINZ 


Strained Foods 
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Scseuplion 


The therapeutic use of Stout 


Leaves very little room for doubt 
About its value and utility 
In cases of extreme debility. 
(The life of Mrs. Clara Innes* 
Might have been saved by taking Guinness. 
Although the idea would have shocked her 
I’m certain that it saved the Doctor.) 


M.R.C.S.,L.R.C.P. 


“the name is purely fictitious. 


GUINNESS 
is good for you 


Doctors, too, enjoy writing verse about Guinness. The 
above, contained in a letter addressed to Guinness by 


SOUPS MEAT BROTHS VEGETABLES SWEETS CEREAL E one of them, is published by kind permission. 
E 
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Don’t be left 
FLAT... 


It’s time 
you changed to 


DUNLOP 


vil | 


You keep on going when you change to Dunlop Tubeless, even it 
you pick up a nail you carry on and have the nail removed and the 
hole led when most convenient to you. You can virtually forget 
about puncture delays and roadside wheel changing 
With Dunlop Tubeless you can look forward to more 
motoring because 


miles of confident, trouble free 
the risk of damage through impact or under- 

inflation is much less, bursts are practically 
impossible, and ‘topping-up’ becomes far 
less frequent. They cost no more than 
ordinary covers and tubes and are avail- 
able in most popular sizes to fit wheels 
16° diameter and less (except wire 
type )—Dunlop can remould them 
for you, too 


The medical treatment of peptic ulcer 
presents a problem of increasing magnitude; no 
available regime completely fulfils the ideal 
requirements; many upset gastric function further, 
whilst others fall short of the desired result. 

For generations bismuth salts have been 
used, and in practice they have proved their 


worth. However, the older bismuth salts possess 


too little antacid power to allow of their use as 
the sole therapeutic agent in cases where acidity 
is marked. 

Bismuth aluminate, the new bismuth com- 
pound, is the outcome of intensive research 


directed towards correcting the defects of standard 
bismuth therapy. This preparation combines the 
protective and sedative properties of older bis- 
muth compounds with the desirable degree of 
Pepsin is inactivated by the 
bismuth ion itself, quite independently of the 
degree of gastric acidity. To inactivate pepsin 
with a simple antacid it is necessary to raise the 
gastric pH to an abnormally high level. 

Bismuth aluminate protects the ulcer crater 
and corrects pepsin is 
inactivated and gastric pH is brought within the 
normal range. The preparation thus combines 
in an economical and practical form all the 
at present applicable in the medical 


antacid action. 


abnormal! peristalsis ; 


measures 
treatment of peptic ulcer. 


Sole distributors in UK. 
C. J. HEWLETT & SON LTD., King George's Avenue 


Watford Herts. 


Detailed literature on request from 
>) 
NWT 


BISMUTH RESEARCH 


DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD. 


86 STRAND, LONDON, W.C.2 Telephone Temple Bar 6511 
Manufactured in accordance with world patents pending. 


— 
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A new 
cough specific 


(Sodium 2:6 ditertiarybutylnaphthalene monosulphonate) 


Suppresses cough with 
no undesirable side effects 


Sodium 2:6 ditertiarybutylnaphthalene monosulphonate (Becanty!), a product of 
original research, is a new agent that is specific in suppressing cough. It is unrelated 
to morphine and guaiacol. 

BECANTYL does not cause constipation, anorexia, drowsiness or any other un- 
desirable side-effects; being devoid of side-effects, BECANTYL may be prescribed for 
children and the aged. 

Clinical experience supports the value of BECANTYL in suppressing all types of cough, 
BECANTYL may be prescribed whenever the treatment of cough is indicated. 
BECANTYL is presented in 4 fluid ounce, 40 fluid ounce, and 80 fluid ounce bottles. 


BIBLIOGRAPHY 
Contribution @ l'étude pharmacologique et toxi- Arch. f. exp. Pathol. u. Pharmakol 1940, 
cologique du butylnaphtaléne sulfonate sodique 194, 621 
y y +7 H— codyn 1954, 97, 34 Proc. Soc. exp. Biol. Med. 1952, 81, 463 
D’un nouveau sédatif de la toux. A propos des sédatifs de la toux. 
Thése de doctorat, Paris, June 1952 Revue du Practicien 1954, No. 7 
Becantex in der Behandlung des Hustens bei Tbc- Etude comparative de I’action antitussigtne des 


Patienten. differénts dérivés opiacés et synthétiques par rap- 
yo. — 42, 974 post 4 celle du pho yee de codéine. 
hérapie, 1954, 9, No. 6, p. 


et son traitement symptomatique. 
Sem 1953, No. 60, 2999. 


HORLICKS LIMITED 
Pharmaceutical Division, Slough, Bucks. 
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Tyres — any tyres — must be expected to deteriorate in performance as their 
life draws to its close, and regular examination can help to avoid a sudden, 
if not untimely, end. 

If, upon examination, you diagnose old age (recognizable by 

baldness of the crown, coupled with a propensity for 

letting things slide) we suggest new 

John Bull tyres as the very best treatment. 

The prognosis—A new, long, lease of life, safe 
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and trouble-free. 


Obtainable only from garages 
BULL RUGBER CO. LTD., LEICESTER 


Whenever 

the diet is faulty, the 
appetite poor, or the 
loss of food is excessive 


through vomiting or diarrhoea 


Valentine’s 


the 


points Old age 


COMBAT 
SLUGGISHNESS 


long 
waits mean strain and a wearing 


Pressure increases daily 


down process Yes, we are 
talking about your car—the 
indispensable partner of every 
doctor its battery needs the 


STRAIN anda 
FATIGUE tis 
WINTER 


PARTRIDGE 
Davenset 


rejuvenation that a DAVENSET 
home charger gives so efficiently 


This compact instrument works 
quietly while you sleep, ensuring 
a reliable 
demands and emergency calls 
Prescribe a DAVENSET charger 
this winter 


response to exacting 


MODEL H 119/6 


WI! cherge 2, 6, or volt batteries on 200/250 


volt A.C. Mains 


WILSON & CO. LTD. 
Electrical Works. 
Leicester 
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MEAT JUICE 


a pure concentrated extract of beef 

CA, stimulates the appetite, 
Se D increases the flow of digestive juices, 
Me provides protective quantities of 


potassium, in a palatable and readily 
assimilated form. 


VALENTINE Company Inc. 


RICHMOND 9, VIRGINIA, U.S.A. 


Det ihtaung 
gastrointestinal 
conditions 


Post-operatively 
Dosage is | teaspoonful two 
or three times daily 
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| 
‘pressure _@ / \\\ 
Convalescence 
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MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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After counsistent'y 
ad:ance to 
Over a | Breat period of time all no cost 
ve s have enjoyed aBso- in either making o 
ttt SECURITY DAY ing ther mvesime 
INTEREST, IMMEDIATE WITH Investments 
DRAWAL FACILITIES, and incur 


in men 


THE LION” BUILDING SOCIETY 


Telephone 


epted from £50 to £5,000 
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HOLIDAYS BY AIR 


TRAVEL BY REGULAR SCHEDULED AIRLINES 
MAJORCA (choice of 10 resorts) 
COSTA BRAVA and COSTA DEL SOL 
SAN SEBASTIAN FRENCH and ITALIAN RIVIERAS 
LAKE MAGGIORE SWITZERLAND VENICE 
TANGILER and other resorts. 

* INCLUSIVE PRICES 

* PERSONALLY SELECTED HOTELS 

* NO PARTY TRAVEL 

Send for fully illustrated free brochure 
THOMAS MEADOWS & CO. LID. 

(Dept. M.J.) 35, MILK STREET, LONDON, E.C.2. 


MEMBER OF THE ASSOCIATION OF BRITISH TRAVEL AGENTS. 


Rate of interest 5 


Second-hand car terms on application. 


MEDICAL PRACTITIONER'S HOUSE PURCHASE 
: AND CAR HIRE PURCHASE SCHEMES 


100°, ADVANCE in ap- 


HOUSE PURCHASE roves cases. win re 


yments over a period 
of up to 25 years, for houses not qunaiien £6,500 in value. 


NEW CARS, MAXIMUM AD- 


MOTOR CAR VANCE and Repayment Terms 


as allowed by Board of Trade. 


Please apply to J. W. SLEATH & CO. LTD. 
Burley House, 5-11, Theobald’s Road, London, W.C.! 


Telephone Chancery 437567 


THE WORLD'S GREATEST BOOKSHOP 


* FOR BOOKS* 
FAMED CENTRE FOR MEDICAL BOOKS 


All new Books available on day of publication. 
Secondhand and rare Books on every subject. 
Stock of over three million volumes. * 


ptvoend have depts. for Gramophone Records, Stationery, 
Handicraft Materials, ng Library, Magazine 
Subscriptions, Foreign Stamps 


119-125 CHARING CROSS RD., LONDON, W.C.2 
Gerrard 5660 (20 lines) Open 9-6 (inc. Sats.) 


Two minutes from Tottenham Court Road Station 


for the acquisition by 


of 


| Tavistock House South, Tavistock Square, London, W.C.| 


FINANCE 


PAYMENTS OUT-OF-INCOME 


SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period 


BRITISH MEDICAL FINANCE LTD. 


Some of my 
own treatment, eh? 
Thank you, nurse 


sleep sweeter 


Bourn-vila 


Made by Cadburys 


SCIENTIFIC JOURNALS 


BRITISH HEART JOURNAL 
ANNALS OF THE RHEUMATIC DISEASES 
BRITISH JOURNAL OF INDUSTRIAL MEDICINE 
JOURNAL OF NEUROLOGY, NEUROSURGERY AND 
PSYCHIATRY 
BRITISH JOURNAL OF PREVENTIVE AND SOCIAL 
MEDICINE 
THORAX 
JOURNAL OF CLINICAL PATHOLOGY 
BRITISH JOURNAL OF VENEREAL DISEASES 


tach Subscription £2 2s. per annum 


| BRITISH JOURNAL OF PHARMACOLOGY AND 
CHEMOTHERAPY 


Subscription €4 4s. per annum 


MEDICAL AND BIOLOGICAL ILLUSTRATION 


Subscription €2 2s. per annum 


The above are published quarterly 


ARCHIVES OF DISEASE IN CHILDHOOD 


Six times a year—£3 3s. per annum 


BRITISH JOURNAL OF OPHTHALMOLOGY 


Twelve times a year—é€4 4s. per annum 


Publishing Manager, 
BRITISH MEDICAL ASSOCIATION 
B.M.A. HOUSE, TAVISTOCK SQUARE 


LONDON, W.C.1 | 
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pi omp . from the associated with whooping cough, 

bronchitis or winter cough . .. from distressing catarrhal 

congestion arising from influenza and the common cold... 


safe relief 


WRIGHT 


Comphes with the specifications set 


the indication is vapour inhalant treatment 


Coal Tar 


INHALER & VAPORIZER 
with VAPORIZING LIQUID 


out in 


Part IV of the N.H.S. Drug Tariff 


Supplies freely available for prescription. 


Obtainable from all Chemists 


LAYMAN & 


UMNEY LTD. 


42,50 Southwark Street, London, S.E.1 


OTARD 


The only Brandy bottled at 


the Chateau de Cognac 
\A) 


PAMOUS SINCE 1795 


Choosing your new car 


Before making your final decision 
as to what car to buy, why not call 
in at Berkeley Street, and talk the 
matter over with us, 


A 
~ | AUSTIN, MORRIS, WOLSELEY, RILEY, 


FORD, STANDARD, ROVER— 
most models available for early or 
immediate delivery. 


Guaranteed 


USED CARS 


Our stock covers the require- 
ments of all business and _ pro- 
fessional men. Ask for our latest 
list. 


(Ma Egerton | 


Showrooms : 


14 BERKELEY STREET, LONDON W.! 
Telephone: Hyde Park 2073 


Service works: 68 YORK WAY, LONDON N.!I 


Telephone: Terminus 7772 


Also at Ipswich Norwich King's Lynn Lowestoft Bury St. Edmunds 


= 
| 
| | 
REIN te 
al B | 
Manufacturers and Proprietors of Wright's Coal Tar Soap 3 , 
i | 
— |. 
2 = >=) pa 
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APPOINTMENTS and order of appearance 


Applicants should state name, address, age, nationality, qualifications, and enclose Practices 

(unless otherwise specified) one copy each of 3 recent % testimonials with short Partnerships 
| Statement of experience and appointments held. Assistantships 
| Applications should be sent at once if no closing date is given. Trainee General Practitioners 
, Canvassing in any form will disqualify. Locums 


Situations (Medical) 
tw SERVICE MEMBERS may have difhculty in supplying recen 
festimonta but his should not deter them from applving 
A fully regustered medical practitioner who is liable for Nationa! Service must obtain deferment APP 1 r k 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 


including pre-registration 


the Scottish Central Medical Recruitment Committee before accepting any civilian appointment under appropriate specialty headings, as follow : 
The position of provisionally registered medical practitioners who are liable for National thn . 
Service has been made clear in a notice sent to them by the Ministry of Labour and National Anaesthetics Ophthalmology 
Service Bacteriology Orthopaedics 
y Paediatrics 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFP Chest and Tb. Pathology 
Registrar Grades, Whole-time : 
) REGISTRAR Posts obtained normally not less than two years afier registration as a Dermatology . . 
| medica! practitioner and held normally for two years: £850 per annum in the first year; £965 per r Plastic Surgery 
| annum in the second and any subsequent years E.N. a Psychiatry 
| (h) SENIOR REGISTRAR : Posts obtained normally not jess than four years after registration Geriatrics Radiology 
as a medical practitioner and held normally for four years; £1,100 per annum in the first year Infectious Diseases . . : 
£1,200 per annum in the second year; £1,300 per annum in the third year. £1,400 per annum Medicine Radiotherapy 
in any subsequent years N ol Rheumatologs 
Other Grades, Whole-time a Surgery 
a) HOUSE OFFICERS Neurosurgery : 
| (i) Provisionally registered medical practitioners. £425 per annum for the first post held; Obstetrics and _ Thoracic Surgery 
£475 per annum for the second and all subsequent posts held; Gynaecology Urology 
| provided that the employing authority (subject in the case of a Hospital Management Committee in the following order: 
| to the consent of the Regional Hospital Board) shal! have discretion to determine that the remun Consultants, S.H.M.O.s, Registrars, 
| eration of any officer holding his first post in the National Health Service as a House Officer Clinical Assistants, J.H.M.O.s, Senior 
hall be £475 per annum if they are satisfied that the officer has held at least one hospital post | House Officers, House Officers, Pre- 
“ outside, of not less than six months’ duration, involving clinical responsibilities equivalent to registrations. 
' these of house posts in the National Health Service and supervised by appropriate specialist staff — 2 % 
(ii) Fully registered medical practitioners £525 per annum tor any post held : 
provided that in exceptional circumstances, subject to the consent of the Minister this rate may Public Health Pharma ~wd 
P be exceeded by up to £50 per annum where a post cannot be filled otherwise Governmental | Receptionists, etc. 
. In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect | Industrial | Consulting Rooms, etc. 
and other services provided shall be made and cach posi shall be tenable | 4 Houses for Sale 
iverst an 
SENIOR HOUSE OFFICER: Posts obtained cormally not less than one year (in| Hotels 
‘ | Scotland, two years) after registration as a medical practitioner and normally beld tor one year , x , 
Netless Motor Cars, Hire, etc. 


Educational and Miscellaneous 
Lectures Homes 
Situations (Non-med.) ' Agents 


For charees kindly refer to inside back cover, 
January 7 issue 


(c) JUNIOR HOSPITAL MEDICAL OFFICER Officers who have held house appoint- 
ments but who are not Registrars and who have less responsibility than other hospital officers 
of non-consultant status: £775 (for an officer appointed not less than one year after full registration 
‘4 as a medical practitioner) by £50 to £1,075 per annum 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS 


IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF 


Those intending to apply for resident appointments in the Registrar grades are recommended to 
make inquiries with regard to the deductions proposed for board and lodging at the time of MAIL The minimum cost is 3s. per week, which 
| submitting their applications, where this is not stated in the advertisement covers up to three separate headings: additional 
(25/1/55) headings Is. cach 
Picase state type of vacancy and remit to the 
Advertisement Director, 


MEMBERS ABROAD. Copics of vacancies 
advertised in the Journal can be sent bv AIR 


VACANCY—ASSISTANT EDITOR DEWSBURY, Yorkshire VACANCY : ILFORD, Essex 

Applications are invited from medical — Applications invited for retirement vacancy. 
practitioners for the post of Assistant Applications are invited for vacancy (Urban) (Urban. Intermediate Area). List at present, ap 
Editor in the service of the Medical due to death. List at present approximately 1,625 proximately, 2,150 Residence and ml not 
Association of South Africa at its Head (all prescribing). Intermediate area. Residence and available Apply. on Form E.C.16A, before Janu- 
f Se ! surgery for sale. Situation near town centre. Old- ary 26, 1956. to the undersigned. —E. Bergdahl, 


Office in Cape Town Ihe salary scale established practice Apply, on Form E.C.16A. not Clerk of the Council, Fssex Executive Council, 
attaching to the post is £1,250 by £50 to | jater than January 18. 1956, to R. Vollans, Clerk | 131/3. Fillebrook Road. Leytonstone, B.11. (7705) 


£1.750 per annum, plus an annual cost- of the Dewsbury Executive Council, Church House 
Church Street, Dewsbury Telephone No. 2191 


of-living allowance of £176 for single cat) | PRACTICES (Off i) 


men and £352 for married men. The 
commencing salary will be determined 


LIVERPOOL_WALTON PARTNERSHIP OFFERED WITH EVENTUAL 


af according to journalistic experience. The succession. List 2,500 growing. University city, 
successful applicant must contribute to £3,300 to £3,500. Property.— 
the Association's Superannuation Fund. eer ~ invited for medical practice vacancy = = - 
an) “to : Oxi 
He will also be expected to assume duty ~ Doctor remening I 
1.300. Surgery premises will be available for pur- 
as soon as possible after appoimtment. chase Apply, on Form E.C.16A. to the under- PARTNERSHIPS (Offered) 
Applications must reach the Secretary, signed, not later than Saturday, January 28, 1956 
J. G. Doncaster, Clerk of the Liverpool Executive WANTED, PARTNER, PREFERABLY WOMAN, 


“dics Association of South Africa, 
Medical Associattc Council, %6, Princes Road, Liverpool, 8. (7598) 4 share practice worth £5,000 per annum, House 


arch 2, 6 onkin, Secretary, two to three years. Midlands.—Box A.3202, 

GENERAL MEDICAL SERVICES PARTNERSHIP OFFERED. ee ej 

ICES EXECUTIVE COUNCIL FOR THE COUNTY OF share woman's practice in ‘apadle 

PRACTIC ES (Executive € ouncils) INVERNESS expansion 4,200 units, £800 per annum matefnity. 

Ideal practice for husband and wife, both qualified : 


For vacancies (except those in Scottand) apply on 


furnished house and surgeries for sale, £7,000. Ulti- 


Form E.C.16A, obtainable from the Executive 

‘ Council, Mark envelope “ Vacancy.” Applications are invited from registered medical mate comp'cte succession.—Box PA.3203, B.MJ 
: Practitioners to fill a vacancy in Arisaig, Inverness- PRINCIPAL. SOUTH-EAST LONDON, FULL 

— substa a Ours ilable 4 
rea Object Better coverage, more 
Applications invited for vacancy (urban) duc to Applications, stating age. qualifications and experi- expansion Box PA.3201 

resignation List approximately 1.700. Residence eme ogether with copies of recent testimonials. Pe , 
surgery may be available Apoly, on E.C.16A, not should be sent, not later than fourteen days from SHARE WORTH £1,100 PER ANNUM IN 
later than January 28, 1956. to the undersigned the date of this advertisement, to the undersigned, pleasant small town on south coast. Incoming 
K. F. G_ Day. Clerk of Birmingham Executive from whom particulars can be obtained.—May | partner pays his motoring and living expenses out 
Counci!, Sutton New Road, Erdington. Birming- McLean, Clerk, Executive Council for the County of his share All practice expenses are borne by 


ham, 23 ow) of Inverness, 17. Queensgate, Inverness (7558) senior partner —Box PA.3226, B.MJ 


i ™ 
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PARTNERSHIPS (Wanted) 
BART'S GRADUATE WITH GOOD HOSPITAL 


ind practice experience wants opening to Partner- 
ship 0 Married, Jew'sh Capital for house 


purchase.-Box PA.3205, B.MJ 
CONSULTANT RADIOLOGIST WISHES TO 
hire X-ray equipment and rooms or enter into 
partnership in Wimpole Street area Capital 
available Box PA.3204. BMJ 

YOUNG EXPERIENCED PRINCIPAL  RE- 
quires Partnership in non-industrial practice. —Box 
PA 3206. BMJ 


ASSISTANTSHIPS VACANT 


Wanted, Assistant, Newport, Mon, car essential, 


House available Salary by arrangement o 
43234. BMJ 

Wanted, Assistant, single, with car, for West 
Courtry practice Box A3211, BMJ, 


Wanted, Assistant, country practice N. Wilts. Ex- 
perience required View to partnership, Church 
Details on application.—Box A.3227. 


Wanted, half-time Assistant, S.W.2 area. Car 
owner.——Write, Box A.3125, BMJ 

Wanted, Male Assistant with view partnership. 
Seaside resort House available Protestant 
Salary according to experience.Box 4.3240. BMJ 

Wanted, Male Assistant with view, Mid-Wales 
country town, small hospital. Experience in modern 
anaesthetics, casualty work and obstetrics, Accom- 
modation available. Car expenses. Early March 
Box A.3237, B.MJ 

Assistamt required, single, G.P. experience, car 
owner, live in, rota, Dagenham. £1.000 per annum 
~ Box A.3233, BMJ 

Assistant) wanted, Lancashire industrial area. 
Live out Salary £850. Car £100. Conscientious, 
Protestant No view —Box A.3229, BMJ 

Keen energetic Assistant required for busy part- 
nership, London. Salary by arrangement Accom- 
modation availabic View to right person.— Box 
A.32%6, B.MJ 

Lady Assistant required Midlands Urban. 
door or outdoor Car provided Rota 
4.3230, BMJ 

Male Assistant wanted, West Surrey, with view. 
Married, car owner, G.P. and obstetric experience 
essential. £1.000 inclusive.—Box A.3210. BMJ 

Male Assistant wanted, practice 20 miles 
from London Obstetric experience essential 
Health centre. Unturnished house available Salary 
£1.100 to £1,500, according to experience and ability 

Box A.3209 BMJ 

Part-time Assistant to share surgeries and night 
work Salary by arrangement, N. London —Box 
43231. BMJ 

Part-time fady Assistant required from February 
1 Three miles from Apex Corner, N.\W.7. Salary 
by arrangement Fiat availabic if required Box 
43207, BMJ 

Single Assistant, male, car owner, live out. Work 
Box A.3232 


In- 
—~Box 


heht, but no view £1,000 inclusive 
BMJ 
Single Assistant, male or female, to live in indus- 
trial area Car allowance. full board Previous 
experience not essential..-Box A.3126. BMJ 
Single Outdoor Assistant required without view, 
North-East industrial practice, two partners, Car 
essential Salary £1,000 inclusive Box A.3235, 
M.J. 
Woman Assistant. Semi-rural, West Ridine. Car 
owner Adequate time for study.—Box A.3208 
BMJ 


Young, single, male Assistant, R C.. £1,200. Live 
in SE. London.—-Box A.3216, BMJ 


ASSISTANTS AVAILABLE 


Assistantship, Traineeship required by married 
man with family Hospitals, Services, no GP 
Box A.3238. BMJ 

Cambridge D.R.C.O0.G aced 31, ex- 
trainee and hospital, desires Assistantship with pos- 
sible prospects where opportunity to practise 200d 
medicine.— Craig, Riverside Hotel. Retford. Notts 

Charing Cross graduate, married, finishing 
traineeship, requires post in G.P. with prospects 
Box A.321S. BMJ 


Evening Surgeries in London, weekend Locums 
anywhere. wanted by postgraduate London MB 
Experienced in general practice —-WIMbledon 7379 
Ex-Bart’s, ex-Service, soon ex-traince, secks Assis- 
preferably within 15 miles Lon- 
don, N.W. to § Ample means for self establish- 
ment —Box A.3213, BMJ 
Irish, hospital, extensive general practice experi- 
single apital for house 
testimonials xpert knowledge 
of building panel, secks Ass — with view, 
referably south.—Box A.3217 
Medical woman available part-time Assistance, 
surgeries, ctc Wrexham Experienced G.P 
Box A.3212. BMJ 
Opportunity to pr 
Southern Counties wanted by En 
tex-Service). M.B(Edin), 1951. DC H 
Special interest pacdiatrics Car 
BMJ 


tantship carly view 


obstetrics, 28 car 


excellent 


ence 
purchase 


actise good family medicine in 
alish woman doctor 
DRCOG 
Box A.3218, 


31 
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Principals requiring Assistants with or without 
vicW are invited to communicate with us Many 
applicants available No charge.—Percival Turner, 
Medical Agency, 25, Maiden Lane, W.C.2 

T.C.D, graduate, 32, married, 24 years’ varied 
hospital jobs, 16 months’ G.P., obstetric jist, desires 
Assistantship.—Box A.3219, B.M.J 


REPLIES 10 BOX NUMBER 
ADVERTISEMENTS 
addresses of advertisers 
using box numbers are held by us in strict 
confidence and cannot be disclosed Appli- 
cahons should be separately enclosed and 
clearly addressed 
Box No 
Britsh Medical Journal, 
B.M.A. House 
Tavistock Square, 


The names and 


are forwarded to 
cover 


All communications 
advertisers under plain 
tt is not possible for this office to accept 
telephone messages for relay to advertisers. 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, Trainee, car essential, flat available. 
Tel Rainham (Essex) 4083. 

Wanted, March, Trainee, 
practice three partners 
Cottage hosp‘tal, midwifery 
ished flat, garage. Car essential 
ances as provided by the N.H.S 
Claremont, Dorking 2422 

Trainee, male, Leeds partnership. rota, car pro- 
vided, ample time study, live out Bean, Austhorpe 
Road, Leeds, 15 

Trainee, male or female, 16 mi'es from London. 


male, married, for 
Many = appointments 
Four-roomed unturn- 
Salary and allow- 
Dr. Davison, 


Good facilities, G hospital, maternity ward. x- 
ray and pathology services Unmarried preterred 
Car essential. from February 1.—Box 1.3138, 


B.MJ. 
Vacancy for Trainee March 1, 
on-Thames. Car available if required 


102. Ditton Road. Surbiton 
Woman Trainee wanted, S.E. London. Share 
Car 


flat with male principal's woman assistant 
not essential. £775, car £150.--Box 7.3239, B.MJ 


1956, Kingston- 
Dr. Milne 


LOCUMS (Vacant) 


Energetic Locum wanted April 7 to 17, possible 
three weeks in August. Hospitality for wife. Car 
not essential.—Dr, Hulse, Brackley, Northants 


Salisbury Group Hospital " Management Committee 
Salisbury General Hospital 


Applications are invited for the post of 
Locum R trar 
from February 6 to May I, 
available if required Salary 
Apply, naming two referees, to 
Odstock Hospital, Salisbury 


Southend, General Hospital 


Locum Surgical Registrar (Resident) 
Required for the period February 17 to March 
1 1956. inclusive Applications, stating age, 
qualifications and experience, with copies of two 
recent testimonials, should be sent to the under- 
signed not later than January 24, 1956.— J. c 
Ficld, Secretary (7677) 
Stanmore, Middlesex, Royal National Orthopaedic 
Hospital, Brockley Hill 


1956. Accommodation 
£17 10s. per week 
Group Secretary. 


invited for the post of 

Anaesthetic Registrar 

June 17, 1956 The hospital 
the D.A Applications, with 
to be submitted not later 
than February 11, 1956, to the House Governor 
234. Great Portland Strect London. W.1, (7398) 


The United Liverpool Hospitais 


Applications are invited for appointment as 
L 


Applications are 
from March 17 to 
is recognized for 
names of three referees 


ocum Consultant Pathologist | 
for a period of two years. The appointment is 
whole-time with dutics in the first instance at the 


Women’s Hospital, Maternity Hospital, Roval Liver- 
pool Children’s Hospital, and the Ear, Nose, and 
Throat Infirmary The appointment will be of 
junior status, Candidates must possess a registrablie 
qualification and M.D. of a University of the British 
Commonwealth (where this was taken as a higher 
qualification). or Diploma in Pathology, of 
MRCP. (London, Edinburgh, or Irciand), or Ph.D 
in a relative subject taken after qualification Ap- 
plications, giving full particu-ars of age. qualifica- 


LOCUMS (Available) 
Experienced G.P., D.C.H., available for Locums. 
Box BMJ 

Locum, general 
Own car Live in 

Loadon M.B., 
diately available 
Box L.3246, BMJ 


practice experience, available. 
Box L.3242, BMJ 

car owner, experienced, imme- 
London, N.W. and Central — 


SITUATIONS (Vacant) 
Islington Family Planning Clinic, 39, Spencer 


Street, Ff requires Woman Doctor for one 
weekly evening birth control session in Tottenham 
arca (7444) 
Voluntary Organization requires Woman Doctor 
for part-time sessional work (1} hours per fort- 
maght) at Family Planning Clinic in Isic of Wight 
Fee £2 4s. per session. Short course of training 
or certificate required Applications to 
Hon. Secretary, P.A., County Hall, Newport, 
(7599) 


SITUATIONS (Wanted) 


Experienced practitioners (partnership) available 
part-time medical work, preferably factories, but 
anything considered. Radius five miles Ostericy. 
Middlesex Box §.3221, B.MJ 


APPOINTMENTS 


ANAESTHETICS 


THE ROVAL MASONIC HOSPITAL 
Ravenscourt Park, Londons, W.6 


Applications are invited for the appointment of 
CONSULTANT ANAESTHETIST 
above hospital as from April 1. 1956, for 
on Monday afternoons and Wednesday 
Applications, giving detailed information 
and the names and addresses of three referees, 
should reach the undersigned (from whom further 
information may be obtained) on or before January 
31, 1956 Lawson, Secretary and House 
Governor (6981) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


at the 
sessions 
mornings 


MAXIMUM PART-TIME CONSULTANT 
ANAESTHETIST 
for the Shefficld No. 1 Hospital Management Com- 
mittee Group, with duties mainiy at the City 
General Hospital, Shefficld. This hospital has teach- 
ing affiliations with the University of Shefficid. 
There are Professorial Medical and Gynaecological 
Units, a Department of Thoracic Surecry and a 
Regional Cardiological Centre. Further details and 
application forms from Senior Administrative Medi- 
cal Officer. Shefficld Regional Hospital Board, Old 
Fulwood Road, Sheffield Forms to be returned 
by February 4. 1956 7200) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Applications are invited for the post of 
PART-TIME ASSISTANT ANAESTHETIST 
(Senior Hospital Medical Officer) 
giving five notional half-days weekly to hospitals in 
the Chester Group. Candidates should have had 
considerable cxperience in the administration of 
anaesthetics, and shou!d be a Fellow of the Faculty 
of Anaesthetists or possess a two-part Diploma in 
Anaesthetics. Forms of application from, and to 
be returned to, Dr. T. Lioyd Hughes, Senior Ad- 
ministrative Medical Officer, Liverpool Regional 
Hospital Board, 19. James Street, Liverpool, 2, to 
be received not later than February 4, 1956 

cent Collinge. Secretary to the Board 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time (if the latter, 

to devote substantially whole of time to duties) 
ASSISTANT ANAESTHETIST (S.H.M_O.) 

to the Blackpool and Fylde Hospital Centre (Vic- 
toria Hospital, Blackpool, 344 beds: Fleetwood 
Hospital, St. Annes-on-Sea War Memorial Hospital ; 
Lytham Hospital etc.) Higher qualification in 
anaesthetics esscntial: appointce will work under 
direction of the Consultant Group Anaesthetist and 
will be required to live in or near Blackpool 
Application forms from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester, 8. to be returned by January 31. (7660) 


WESTERN REGIONAL HOSPITAL BOARD 
invited for the following 


Applications are 

appointment 
WHOLE.-TIME ASSISTANT ANAESTHETIST 

Hospital, Glaseow 


based at the Southern General 

Salary (at age 32 and over) on the scale £1,500 by 
£50 to £1,950 Applications (16 copies), stating 
date of birth, qualifications, experience. present 
appointment. and the names of three referees, to 
reach the Secretary Western Regiona} Hospital 
Board. 64, West Revent Street, Glasgow. not later 


tions and details of present and previous appoint- 
ments. should be accompanied by the names of 
three persons to whom reference may be made. and 
the Secretary, 80, Rodney Steet 


should reach re 
not later than January 28, 1956. (7710) 


Liverpool, 


than %0 days after the publication of this advertise- 
This appointment is subject to the National 


ment 
Health Service (Scotland) (Superannuation) Regu- 
lauions (7589) 


29 


Anaesthetics contd. 


SOL TH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Waudsworth Hospital Group 


St. James’ Hospital, Balham, London, §.W.12 
ANAESTHETIC REGISTRAR 
Required April 1. Post red f DA. and 
FFA RCS A ation s (send stamped 
ad sed large f <ap eny pe obtainable fron 
Grn s t bove address, to be completed | 
and i by January 28 (7720 


EASTERN KEGIONAL HOSPITAL BOARD 
(Scotland) 
Anaesthetics 
Dundee leaching Hospitals 
Applications are invited for a 
SENIOR REGISTRAR in 


Dund Teaching H Dund Royal 

ind Ma ai (360 

th y ‘St And ‘ Salary 

fit rv 1a rd with nat 

t Forr p ation nd further pa 

from the Sccretary to the Boa Bra | 

430, Blackness Road, Dundee. with whor 
Qpplications a t b odecd not ater than Ja 
vary 21 (72 
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DERBYSHIRE ROYAL INFIRMARY, Derby 
(Anaesthetics) 
DA. AD 


two testi- 
(7174 


SENIOR HOUSE OFFICER 

Vacant immediately Recognized for 
ply. stating full details, with copies of 
monials, to Hospital Secretary 


FARNBOROUGH nosPrT AL, Kent (800 beds) 


SE st Orric ER in Anaesthetics 
Rec 


juired me year from February 28 
nized for DA and F.F.AR.CS App 
age, qualifications (with dates) and experien an 
naming three referees, to Administrative Officer by 
January 28 (7684) 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There is a vacancy for a 

SENIOR HOUSE OFFICER ANAESTHETIST 
King George Hospital 1 

required 


at the 
appointed w he 
in oth hospita 


at the rate of £745 

emolument App 

tered not less than end appii- 
ahhon sccompa timon ais, 
» the ndersigncd within seven days « t appear- 
an f this advertisement.—H_ F. Harris, Group 

Secretary, Kine George Hospital, Ilford (7498) 


MACCLESFIELD AND DISTRICT HOSPITAL 


N.E. METROPOLITAN REGIONAL HOSPITAI MANAGEMENT COMMITIEE 
BOARD 
ANAPSTHETIC REGISTRAR 
(Resident or Non-resident) 
Applications invited 
SENIOR HOUSE OFFICER, Anaesthetist 
ANAESTHETIC REGISTRAR (Non-resident) Vacant February 1%, 1956, resident of non-resi 
General Hospital, Southend-on-Sea, Essex dent Main duties Infirmary branch Hospital 
Post recogn for F.F.A recognized F FAR.CS. D.A_ purposes Ex- 
Ap niments subject to review after ne vear mt facilities tor study Apply mmediat ¥ to 
App ‘ orms, from Secretary ia. Portland ci p Secretary Willerby House Cumberland 
Place. W.1, to be returned by January 28 744) Street, Macclesfield 150) 
BLACKPOOL AND FYLDE HOSPITAL st. inctos, W. 
MANAGEMENT COMMITTEE ST. MARY'S HOSPTIAL, Paddington 2 
; Applications are invited trom suitably ualificd 
ANAESTHETISI (J.H.M.O. grade) practitioners for the post of 

t ua oh tals within tt Group but 
main dut at the Victoria Hospital. Blackpox 
New tablishment neludes tw Senior Howse 
om post sion of the DA. an advantage 
Residence in hospita ptronal Tenure limited t 
period four years. but holder eligit for re 
BppPointment Application giving deta of age 
qualifications and experienc together with the 
nan nd addresses of thr referees, should t 
Or Secretar (7201 


ST. NICHOLAS HOSPITAL 
Tewsen Road, Plumstead, S.E.18 


SENIOR HOUSE OFFICER (Anaesthetics) 

Vacamt end of February cognized = for 
FPFARCS. and DA Six months’ appointment 
and may then be renewed Sala 4 ess 2150 
per annum for residence Apply to Group Secr 
ta Memorial H vita Ww wich (74 

THE ROYAL FREE HOSPITAL GROUP 
SENIOR RESIDENT ANAESTHETIST 

Applications are invited for tl post ef Senior 
Resident Anacsthetist Applicants wist be regis 
tered medical practitioners of not m than ten 
years’ standing The apporntme s for six months 
from April 1946. with duties at the North-Western 
Branch and Hampstead General Hospita Salary 
in a with the Minzstry f Health scak 
for Semor House Officer Application rms may 
be obtained from the Secretary, The Royal Fre 
Hos Gray's Inn Road. London, WC1, to 
whom they should be returned mot later than 
Fet y 1, 1956 (7750) 


WANDSWORTH HOSPITAL GROUP 
St. James’ Hespital, Batham, Londen, §.W.12 
SENIOR HOL OFFICE ( Anaesthetics) 


Vacant Februar Recognized for 
D.A. and F FAR Ss cations ae 
Qualifications experience and two referees t 
Group Secretary at above address by January 2! 

(7657? 

BLACKBE RN AND DISTRICT HOSPITAL 


MANAGEMENT COMMITTER 
SENIOR HOUSE OFFICER (Annesthetics) 


required immediately for duties throughout = the 
Or mainiy at Royal tofirmar Blackburn Res 
at Queen's Park Hospital, Blackburn Post 
recowunized DA and FFA RCS Apply t 
Secretary memitte Office. Roval In 
firmary, Blackburn, ames of refer 
ows 


BLANLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Aanesthetics) 
The post offers good al und expericnce under 
Consuttamt Statl, and recogmred for the Diploma 
in Anaesthetics Resident accommodation is ava 
Applwations, with thr references, to th 
o Secretary, Burniey General Hospital. (7706 | 


RESIDENT ANAESTHETIST 


The appointment is for a first period of six months 
as from a date to be arranged Remuneration to 
be at House Off rates Applications, stating 
nationality, date of birth, permanent address, qua! 
fications (with dat details and National Health 
Service gradings of previous and present appoint 
ment ther with the names and addresses 
three referees, should reach Alan Powditch, Hows« 
Governor, not later than January 25. 1956 are 


THE ROYAL FREE HOSPITAL GROUP 
JUNTOR RESIDENT ANAESTHETIST 


Applications are invited for the post of Junior 


Resident Ansesthetist Applicants must be regis- 
tered medical practitioners of not more than ten 
ve standing. The appo.ntment is tor six months 
duties t minenc m April 1, 1956 Salary in 
accordance with the Ministry of Health scale for 
House Officers Application forms may be obtained 
from th Secretary The Royal Free Hospital 
Gray's Inn Road. London, W.C.1. to whom the 
should be returned not later than February 1. 1956 
7741) 

BACTERIOLOGY 

THE UNITED NEWCASTLE-UPON-TYNE 

HOSPITALS 
Reval Victoria Infirmary 
Department of Bacteriology 

Applications are invited for the following vacant 

appointments 
(a) REGISTRAR 
(>) SENIOR HOUSE OFFICER 

The department is responsible for (1) The routine 
bacteriolog special investigations in the four 
hospitals beds) of the teaching group a) 
Th sboratory control of the hospital blood bank 
Successtul applicants will assist both in the tal 
work and in the research programm< a- 
toms, stating date of brth. qualifications and ex 
perience, togcther with the names and addresses o 
three referees, should be sent to the undersigned 
A. W. Sanderson. House Governor and Secretary 
Roval Victor.a Infirmary, Newcastle-upon-Tyne 


<94) 


UNIVERSITY COLLEGE AL 
Gower Street, W.C.1 


Applications are invited for the post of 
ASSISTANT BACTERIOL OGIST 
in the Department of Clinical Pathology (Graded 
IHMO) The post is vacant March 1 Experi- 
ence in Pathology desirable Applications, with 
names of two referees. to Administrator and Sec- 
retary by January 28 (75) 


Jan. 14, 1956 


CASUALTY 
LIVERPOOL REGIONAL HOSPITAL BOARD 


w Group 
Applications are invited for the post of 
WHOLFE-TIME SENTOR CASUALTY OFFICER 


in the above Group, with duties mainiy at Warring 
ton Infirmary. sossess a hieher 
qualification ger success! candidate 
will be req 2 { the Casualty 


i i exceeding four 

determined by a experience, wit 
£1.400 to £1.950 Forms of application from, and 
t t turned to, Dr. T. Lloyd Hughes, Seniwr 
Administrative Medical Officer, Liverpool Regional 
Hospital Board, 19, James Street, Liverpool, 2, 
to be received not later than February 4, 19456 -~ 
Vincent ¢ nee, Secretary to the Board (7462) 

ST. BARTHOLOMEW'S HOSPITAL, E.C.! 

Applications are invited for the post of 

SURGICAL CASUALTY REGISTRAR 

for a period of one year, with possible re-clection 
up to tw years This post is recognized for the 
F.R.CS. and is tenable from March 1 next Ap 
plications. her with the names of two refer 
should b suboutted to the undersigned before 


January —« Carus-Wilson. Clerk to 


Governors 
EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex (715 beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 

Non-resident, required in the Casualty Depart- 
ment. Apply, stating nationality, qualifications 
and experienc together with names and addresses 
of two referees to Group Secretary Edgware 
General Hospital, by January 28, 1956 (7560 


WEST HERTS HOSPITAL, Heme! Hempstead, 
ferts 


CASUALTY OFFICER 
Required Applications, stating two tor 
reference, should be sent to the Hospital Sec. ¢ 
CONNAUGHT HOSPITAL 
Walthamstow, E.17 (118 beds) 


Applications are invited tor the post of 
CASUALTY OFFICER and DEPUTY RESIDI NTI 
SURGICAL OFFICER 


February 


graded as Senior House Offic vacant 

§, 1956, recognized tor F R.CS Salary 2745 per 
annum. less £150 per annum for board rdging 
et Applications, with tu details and copies of 
two recent testimomals should be sent ummediately 
to Secretary, HMC Forest Group, Langthorne 
Road. (7487) 


HAMMERSMITH HOSPITAL AND POST- 
GRADUATE MEDICAL SCHOOL 
Du Cane Road, London, W.12 


NON-RESIDENT CASUALTY OFFICER 


grading) 

Required March 1 Age qualifications expert 
ence. comes two recent testimonials, to Sccretary, 
Board of Governors. by January 23 (7673) 

MILLER GENERAL HOSPITAL (180 beds) 


Recognized for the F.R.C.S. Examination 


SENIOR HOUSE OFFICER, Casualty Dept. 

Vacant February 26, 1956, six months’ appoint- 
ment (renewable). Previous House Officer experl- 
ence essential Salary 47 per annum, less deduc- 
tion of £52 annum for meals Applications to 
Secretary. G & D. HMC St. Alfege’s Hospital 
Greenwich, S_E.10 «7721 


ST. MARY'S HOSPITAL. W.2 


Applications are invited from suitably qua! 
Practitioners, for the post of non-resident 
CASUALTY SURGEON 


per 


Candidates must have held an appointment as 
House Surgeon at this hospita r at another hos 
pital approved by the Board of Governors The 
appointment is for a first period of six months, with 
effect from March 1, 1956 muncration to be at 
“ Senior House Office rates Applications, stat 
ing nationality fat birth, permanent address 
qualifications, with dates, details and Nationa 
Health Service gradings of previous and present 
appointments, togcther with th names and ad 
dresses of three referees, should reach Alan 
Powditch. House Governor, not later than Jam 

ary 31, 1956 (7755 


THE ROYAL FREE HOSPITAL GROUP 


SENTOR CASUALTY OFFICER 
Applications are invited from registered medic 
Practitioners for the post of Senior Casualty Officer 
at the Royal Free Hospital The appointment is 
full-time. resident for six months Duties to com 
mence April 1. 1956 Salary and conditions of 
service im accordance with those laid down by the 
Ministry of Health for Senior House Officers Ap 
plication forms may be obtained from the Secretary 


The Royal Free Hospital, Gray's lon Road, W.C 
to whom they should be returned oot later tt 
February |, 1956 


| | 


Jan. 14, 1956 


Casualty—contd. 


WILLESDEN GENERAL HOSPITAL 
Harlesden Road, N.W.16 


RESIDENT CASUALTY OFFICER 


Required February 6 S.H.0 Post ye 
wonder Fellowship regulations Applications t 
full particulars and nemes of two referees, to Hos- 
pit Secretary by January 1956 (7642) 


BIRKENHEAD HOSPITAL 
COMMITTEE 


MANAGEMENT 


Birkenhead General Hospital 


SENIOR HOUSE OFFICER 
for Casualty Department 


Tenable from February 1, 1956, for twelve months 


The department, which is staffed also by a full- 
time J.H.M.9. and S.H.M.O., is modern This 
resident post offers excellent experience Apply 
stating age qualifications experience with tw 

man for reference, to Secretary above Commit- 
te St. James’ Hospital, Birkenhead (7393) 


CHESTERFIELD HOSPITAL MANAGEMENT 


COMMITTEE 
SENIOR HOUSE OFFICER 


Required at Chesterfield Royal Hospital for Acci 
@ent and Orthopacdic Department Post recor- 
nized for F.R.C.S. taining and offers vauabl 
experience National salary and ns. Anoly 
M H. Boone. Secre‘sr “142 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITIFE 
Royal Alexandra Hospital, Rhy! (138 beds) 
Applications are invited for the appointment of 
CASUALTY OFFICER 
(Senior Howse Officer grade) 
at the above kospita Post recogm7ed for F.R.CS 
Applications, stating age, nationality, qualifications 


and experience, accompanied 

recent testimonials. should be sent forthwith t 

the Group Secretary Rhianfa,” Russell Road 

Rhy! (7499 
GLOUCESTERSHIRE ROYAL HOSPITAL 
(225 beds), Southgate Street, Gloucester 


CASUALTY OFFICER 


Applications are invited for the above post vacant 


February The denartment deals with 1 rity o 
accidents from areca and offers tavourable ex 
perienc< Recognized tor cs xamination 
Salary S.H.O. or J.HM.O. grade rding to ex 


namin 
(7600 


perience and qualifications Applications, 


two referees, to Secretary 


HASTINGS—-ROYAL FAST SUSSEX HOSPITAL 
(150 beds) 


SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic) 

Post vacant March 3, 1956 
Apply to Hospital! 


National 
Administrator 
"485 


Required 
scales of salary 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 mites from London) 


RESIDENT C ast TY OFFICER 
(Senior Officer Grade) 


with attachment to diatrician ind _Ophihe mic 


Consultant Salary eras per annum, less £130 per 
annum residential emoluments R genized under 
FRCS. reguiatiors Appointment to mmence 
February 1, 1956 Anply, with full ails and 
references. to Group Sccretary, Hertf 
vy Hospital, Heriford. Herts (7653) 
KENT AND SUSSEX HOSPITAL 
Tonbridge Wells (299 beds) 
Applications invited for post of 
SENIOR HOUSE OFFICER (Casualty) 
(ma or fema'c) R wnized FRC Vacant 
February 4, 1956 Apply, giving agc, qual lifica- 
hon experience, with names of tt eferces 
Group Secretary, Sherwood Park Ponies Road. 
Tunbridge Wells (706) 
GENERAL HOSPITAL, Northants 


KETTERING 
CASUALTY (Senior House Officer) 
Recogn zed fe The above pane be- 


comes vacant on March 1, 1956 ft offers wide 


experience of all traumatic conditions includine 
fractures and some orthopacdic ases, with chareec 
of W beds Applications. accompan ed by test 
monials, to be sent to the Secretary at the abov 
address 
HOSPITAL 


LUTON AND DUNSTABLE 
Luton, Beds 

Applications are invited for the post f 
SEN NIOR HOUSE OFFICER 


for Accident Service. including duties in the Hand 


Infection Unit Vacant February |, 1956, and 
tenable for one year. Post recognized for s 

» sent to the Secretary by Janu- 
Applications to be sent to 


ary 17, 1956 


14, 1956 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in 
notice or appointment under an 
authority to im this notice with- 


this 
for any 


reterred 


Out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A House lavistock Square, 
London, W.C.1. to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 


the appomtment: 
GOVERNMENT OF CYPRLS 
GOVERNMENT OF MALIA 
COUNTY BOROUGH OF MIDDLESBROL GH 
By Order of the Council, 
A. MACRAE, 
Secretary. 


January 10, 1956. 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester 
(Recogeized for 


CASUALTY OFFICER 

Applications are invited from registered medica! 
practitioners for the above post, which offers go 
experience with tracture and emerecncy surgery 
Tenable for twelve months. Vacant now Salary 
£745 per annum Applications, stating age, nation- 
ality, qualifications and experience, with recent testi- 
monials, to be addressed to Hospital Sec. (7221) 


ROMFORD, ESSEX, OLDCHURCH HOSPILAL 
(722 be 


ds) 
SENIOR HOUSE OFFICER (Resident) 
Required from February 6 1956. for duties ia 


the Casualty and Admissions Department This is 
a large General Hospital with specialized depart- 
ments dealing with all types of acute medical and 
surgical cases The post affords good opportunity 
for gaining tuition and experience Applications 
should be forwarded immediately to the, Group 
Secretary, Romford Group H.M.C., Oldchurch Hos- 
pital, Romford (6915) 


SUNDERLAND, ORTHOPAEDIC AND 
ACCIDENT HOSPITAL, Newcastle Road 


RESIDENT SENIOR HOUSE OFFICER 


Required (male or temale) Post recognized for 
casualty and unspecified surgical experience under 
F.R.C.S. regulations Vacant immediately Apply 
naming two referecs, to Hospital Secre'ary (7481) 


ou EEN HOSPITAL FOR EASI 
ND, Stratford, London, FE. 


JUNIOR CASUALTY OFFICER (Third post) 
required for six months. commencing February 
13, 1956. Applications, with copies of recent testi- 
monials, to Group Secretary, West Ham Group 
Hospital Management Commitiee, Stratford, 
by January 28, 195S¢ 


HARTLEPOOLS HOSPTTALS MANAGEMENT 


Hartlepools (133 beds) 


HOUSE OFFICER (Pre-1 registration) or SENTOR 
HOUSE OFFICER (Casualty and Orthopaedics 
Department) (Recognized for F.R.C.S.) 
Applications are invited tor the above post, vacant 
a Senior Casualty Officer in the 


now; there is also 
Group A deduction of £145 per annum will be 
made in respect of residential accommodation in 


the case of a senior post Applicants should sf&tc 
age, nationality, and qualifications (with dates), and 
enclose with application copies of two testimonials 
Applications should be sent w the Group Sccretary 


at the General Hospital, West Harticpool, as soon 
as possible (Pr 7379) 
TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic) 
Post mow vacant Pre-registration appointment. 
Applications, stating age, nationality and qualifica- 
tions, together with the names otf two referces 
should be forwarded immediately to the Group 
Secretary, Taunton and Somerset Hospital, Mus- 
grove Park Branch, Taunton (Pr. 6930) 
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NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge Geeerst_ Shotley 
Co. beds) 


Brdxe, 


the following resi- 
for pre-registration 


Applications are invite ted for 
dent post, which is recognized 
Purposes 

HOUSE OFFICER (Caaalty) 

Salary £425 to per annum, acco to cx- 
perience. Deduction of £12* per annum tor board 
lodging. etc Six month appointment Post 
recognized tor F.R.CS Applications, stating 
qualifications, experience, and enclosing copics of 
recent testimon.als, to the Secretary Supt 

(Pr. 7633) 


PEACE MEMORIAL 
(198 beds) 


fing 
rding 


WATFORD. HERTS, 
HOSPITAL 


App'ications are invited for the post of 
CASLALTY AND ORTHOPAEDIC HOLSE 
SURGEON 
Pre-registration post Salary according W the 
National Health Scales, Applications to the Ad- 


recem testimon ais 
(Pr. A) 


ministrator, with copies of two 


CHEST AND TUBERCULOSIS 


(see also THORACIC SURGERY 
LEYTONSTONE (NO, 10) HOSPITAL GROUP 
Applications are invited for the post of 


REGISTRAR im the Tuberculosis Unit 
at Whipps Cross Hospital, London, E11 Post 
vacant February |! and tenure for approximate!y 
one vear Application forms, from the Hospital 
Sccretary. to be returned by January 23 (7680) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the resident post of 
MEDICAL REGISTRAR 

The duties are maia'y in connection with pulmonar 
tuberculosis and include both clinic and hospita 
work There are also non-tuberoulous chess discasc 
clinics and a general medical out-patients’ clin 
There are opportunities for experience in broncho- 
scopy and for clinical research. Good accommoda- 
tion is availabl< Applications, together with the 
names and addresses of three referees, should b 
addressed to the Group Secretary. Burn'ey Genera 
Hospi'al. rot later than January 21. 1956 (7711 


MANCHESTER REGION HOSPITAL BOAK 


Applications are invited for the whole-time 
post of 
REGISTRAR ta Chest 

in the Ashton, Hyde and Glossep Group and Old- 
ham and District Group of Hospitals The post 
offers wide experience in both out-paticat clinics 
and pulmonary hospitals Residential accommoda 
tion may be arranecd Applications to the Grour 
Secretary, Ashton, Hyde and Glossop Hospital 


Management Committec. Ashton-under-Lyne General 


Hospital. Ashton-under-Lyne. Lancashire, (7178 
SULLY HOSPITAL 
Sully, sear Penarth, Glam (324 beds) 


REGISTRAR in Thoracic Medicine 
Regional Centre for Pulmonary Tuberculosis and 


all other chest and heart conditions Resident ofr 
non-resident Subject to review end of first year 
Application forms from SAMO Temple of 
Peace. Cathays Park, Cardiff, within 14 days «(775% 


YARDLEY GREEN HOSPITAL (417 beds) 


Birmingham Chest Clinic 


REGISTRAR CHEST DISEASES 

To complete clinical team for tuberculous beds 
and bservaton ward for non-tubercu’ous chest 
conditions ; active bronchoscopy clink developin 
resppratory function unit Extensive chest clin 
work Association with general medical work can 
be arranecd Anplication forms, trom Group Sex 
retary. Yardley Green Hospital, Birmingham, 9, 1 
be completed end returned before January 30, 19%6 
Candidates may visit hospital (7500) 


BOARD OF MANAGEMENT FOR STIRLING 
AND CLACKMANNAN HOSPITALS 


JUNIOR HOSPITAL MEDICAL OFFICER 

Required for both hospitals and out-paticat dut cs 
in Area Chest Service Successtul applicant wil! 
be based on Stirling Royal Infirmary and will work 
Physician 


under the direction of the Arca Chest 

Further particulars can be obtained from the Grour 
Medical Superintendent. Stirling Royal Infirmary 
to whom applications, giving three names oad refer 
ence. should be sent wr 


IMPORTANT: All intending applicant. 
should read the revised NOTICE at the 
top of page 39 
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Chest and Tuberculosis—contd. 


HAVELOCK HOSPITAL AND 


SL NDERLAND, 
Hytten Road 


GRINDON HALL SANATORIUM, 


JUNTOR HOSPITAL MEDICAL OFFICER 


(Male or female) 

Reg j Post vacant March 28, 1956 The 
lute partly in the wards for infectious diseas 
nd pa n the tuber sis ward Most forms 
f d a ads ted and h f 
tbe n sber sis wards acut 
nat The post affords 1 expericn n both 
spec ialtic ind ther wi time for nding A 
fat tat for a married person is availabk Ap- 


ply, naming two 
General Hospita Sunderland 


BRISTOL HAM GREEN HOSPITAL, Pil 


(gear), 


Applications are invited tor the post of 
SENIOR HOUSE OFFICER 


in the twhercul s wards (188 beds {f the above 
hospita The hospital is fully equipped for the 
modern treatment of pulmonary tubercu in- 
Guding rceular maior thoracic surecry Apply 
Secretary, Ham Green Hospital, Pi near Bristol 

(7681) 


DENTAL 

BIRMINGHAM REGIONAL HOSPITAL BOARD 
WHOLE-TIME SENIOR HOSPITAL DENTAL 
FFICER 
Duties City General 


£1,500 to £1,950 per 


annum) 


Hospital. Stoke-on-Trent (4 nhd Stanticld (1 
o.h.d.), and Grou 
don Hall Orth 


George’s (1 St. Edward's obd.), and 


Stallington Hall (2 b.d.) Mental Hospitals. Suc- 
cesst indidat spected to assist Consultant in 
all fut Fifteen pies application naming 
the referees, to Secretary 10. Augustus Road 
Birmingham, 15, before January 30. Candidates 
may visit hospitals 


DERMATOLOGY 


NORTHERN REGIONAL HOSPITAL BOARD 
Scotland 


Applications are invited for the whole-time post of 
REGISTRAR ia Dermatology 

amount of work involved) The post 
is nonresident and the main dutics are at the 
Royal Northern Infirmary and Raigmore Hospital 
Inverness Previous experience in dermatology 
essential Forms of application and further par 
ticulars of the post are obtainable from the under 
sianed, to whom applications should be submitied 
by January 25, 1956.—A. M_ Fraser, Secre- 
tary and Administrative Medica!) Officer, Office of 
the Northern Regional Hospital Board, Raigmore 
Inverness (7289) 


EAR, NOSE, AND THROAT, ETC. 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR (E.N.T. Surgery) 
Cacrnarvon and Anaglesey General 


Hospital 


Bangor Non-resident Subiect to review end of 
first year Application torms. from S.A.M.O., 
Temp { Peace, Cathays Park, Cardiff withia four- 


teen days 7760) 


GERIATRICS 


ANGLIAN REGIONAL HOSPITAL 
BOARD 


East 


REGISTRAR IN GERIATRICS 

Norfolk and Norwich Group of Hospitals (total 

ds *%40) Main hospital is the West 
Hospital, where the Geriatric Department 
point of the area service, which is 
being developed on active lines under the Consultant 
Physician in Geriatrics Appointment for one year 
renewable for second year Applications 
12 ‘xperience, and names of three referees, to 
Secretary of Board, 117, Chesterton Road, Cam- 
bridge. by January 30, 1956 Candidates invited 
spital by direct arrangement with H.M 
Norfolk and Norwich Hospital 7502) 


SUNDERLAND, GENERAL HOSPITAL 


weriatr 
Norwich 
is the pivotal 


HOUSE OFFICER (Geriatric Unit) 
Post recognized for pre-reeistration purposes. 560 


beds (265 acute) Good inical expericoce in all 
branches of medicine including out-patient clinics 
Successful candidate will work under direction of 


Unit has a Research 
facilities for all modern methods 
and treatment Apply. naming two 
Secretary, The General 
(Pr.7584) 


Consultant Physician The 
Department and 
of investigation 
referees, to the Hospital 
Hospital, Sunderland 


INFECTIOUS DISEASES 


NORTH. ' METROPOLITAN REGIONAL 
OSPTTAL BOARD 


South Middlesex Hospital, } Moegden Lane, Isleworth 
REGISTRAR 


Whole-time, resident, required, Hospital admits 
all types of infectious diseases and offers wide 
linical experience Excellent opportunities for 
postgraduate studies Post vacant end January 
Candidates may visit hospital by direct appoint 
ment with Physician Superintendent Application 
torms obtainable from, and rcturnable to. Group 
Secretary. West Hospital, Isleworth, by 
January 17. 1956 "634) 


PLYMOUTH, SCOTT ISOLATION HOSPITAL 
HOUSE PHYSICIAN (Resident Male) 


Post vacant February 1. 1956. Recognized pre- 
registration post, which offers excelicnt experience. 
App tions should be sent to the Group Secretary 
Piymouth Special Hospital Management Committee, 
8. Nelson Gardens, Stoke, Plymouth, Devon, im- 
mediately (Pr.7735) 


MEDICINE 


UNIVERSITY COLLEGE HOSPITAL, Hospital for 
Tropical Diseases, 4, St. Pancras Way, London, 
and QUEEN MARY'S HOSPITAL. 


N.W.1, 
Roehamptoa 
Applications are invited from candidates with 
experience of medicine in the tropics for the joint 


appointment of part-time 


Jan. 14, 1956 
CAMBRIDGE, ADDENBROOKE'S 
HOSPITAL 


MEDICAL REGISTRAR (Non-residen 


for one vear in first instance, trom March 3, rencw 


able for second year Apply, with full particul ars 
and names of three referees, to Secretary by lam 
ary 28 (7503 


LIVERPOOL REGIONAL HOSPITAL BOARD 


St. Helens and Peasley Cross Hospitals 
Applications are invited for the post of 
RESIDENT MEDICAL REGISTRAR 


with dutics at the above hospitals Forms of ap 


plication trom, and to be returned to, Dr. 1 
Lioyd Hughes, Senior Administrative Medica 
Officer, Liverpool Regional Hospital Board, i¥ 
James Street, Liverpool, 2, to be returned not jater 


than January 28. 1956.—Vincent Collinge, Secretary 
to the Board (7663) 
MANCHESTER REGIONAL HOSPITAL BOARD 
RESIDENT MEDICAL OFFICER 
(Registrar grade) 

Post vacant at Birch Hill Hospital, Rochdale 
March 1, 1956 Apply at once, with names and 
addresses of two referees. to Group Secret 
Central Offices, Birch Hill Hospital, Rochdale. (7740) 


MANCHESTER REGIONAL HOSPITAL BOARD 
(South Manchester H.M.C.) 


Withington Hospital, Manchester, 20 


The Board invite applications from registered 


practioners tor the post of 
MEDICAL REGISTRAR 


Applications. stating age, qualifications. present 


post, expenenc and names of two referees, to be 
forwarded to the Group Seecrctary at the hospital 
within seven days of the appearance of this adver 
tisement (7226) 

HOSPITAL 


N.E. METROPOLITAN REGIONAL 
BOARD 


REGISTRAR in Medicine and Infectious Diseases 
(Resident Married quarters available) 
Rush Green Hospital, Romford, Essex 
Duties may include work in special Regional 
Pohomyeclitis Unit 
MEDICAL REG'STRAR (Resident) 
Tilbury and Riverside General Hospital, 
Essex 
subject to review after one vear 
from Secretary, lla, Portiand 
returned by January 28. (7744) 


Tilbury. 


Apporntments 
Application forms 
Place, W.1, to be 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


MEDICAL REGISTRAR (Non-resident) 


required for one of two acute medical teams at 
St. Albans City Hospital (384 beds) Post suitable 
MRC.P_ training Hospital may be visited by 
direct apporntment Application forms obtain 


able trom, and returnable to. Secretary, Mid-Herts 


Group Hospital Management Committee. Bicak 
House, Catherine Street, St. Albans, by January 
1956 7<04) 


CONSULTANT PHYSICIAN in Tropical Medicin 
ss trom October 1, 1956. with four sessions at the 
Hospital for Tropical Diseases and two sessions at 
Queen Mary's Hospital, Rochampton, weekly The 
Advisory Appointments Committee will interview 
selected candidates in London in May. 1956. and 
intending candidates should arrange to be available 
for interview if required Applications, with names 


of three referees, to Administrator and Seerctary 
University College Hospital. Gower Street, 
W.C.1. by March 15. 1956 64) 


SUNDERLAND, ROYAL INFIRMARY 
Ear, Nose and Throat Department 
JUNTOR HOSPITAL MEDICAL OFFICER 
Required for general duties in the above depart 


ment. comprising ‘8 beds and based at the above 
hospita Appointmemt for one year in the first 
nstance up to &@ maximum of four vears Salary 
m accordance with Whiticy Council decision. Apply 


details, and naming two 
Royal Infirmary 
(7583) 


mmediately, giving tull 
referees, to the Hospital Secretary 
Sunderland 


THE UNITED BIRMINGHAM HOSPITALS 


avail- 
Jan- 


appointments are 
Period commencing 


The following resident 
e¢ for the six months 


1956. Recognized for pre-registration candi- 
fates but registered medical practitioners may 
apply 


The Queen Elizabeth Hospital 
HOUSE SURGEON 
to the Ear, Nove and Throat Department 
The General Hospital 
HOUSE SURGEON 
to the Ear, Nose and Throat Department 
application may be obtained from the 


orms of 
ndersiancd A. Phaip. Secretary and Principal 
Administrative Offer. The United Birmingham Hos- 


Birmingham. 1% 
(Pr 7682) 


tals, Queen Elizabeth Hospital 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Fulham and Keasington Hospital Management 
Committee 


Applications invited for appointment at 
Fulham Hospital, St. Dunstan's Road, 
Hammersmith, W.6, as 
MEDICAL REGISTRAR 


Post vacant April 26, 1956. Candidates may visit 
the hospital by arraneements with Hospital Secre- 
pary Applications (five mes to be completed) 
by January 27, 1956. on forms obtainable from 
Group Secretary, Collingham Gardens, London 
S.W.4 (7625) 


THE MIDDLESEX HOSPITAL, W.1 
Applications are invited for the post of full-time 
SENIOR REGISTRAR 


at the Arthur Staniey Institute for Rheumatic 
Diseases, of the Middlesex Hospital. The post pro- 
vides for eight sessions at the Arthur Stanicy Insti- 
tute. and three sessions in the Physical Medicine 


Department of the Middlesex Hospital. Candidates 


should have complicted a Senior Registrarship in 
gencral medicine Further particulars are obtain- 
able from the Administrator, The Arthur Stanicy 
Institute, Peto Place, N.W.1, to whom applications 
with the names of three referees, should be sent 
by January 31, 1956 7670) 
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SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 
whole-time 
REGISTRAR in General Medicine 

to fill a vacancy in the approved traince cstablish- 
ment at the Orpington and Sevenoaks group of hos- 
pitals, as from April 1, 1956 The appointment 
will be im accordance with the terms and cond: 
tions of service of hospital medical and dental sta 
(England and Wales), and will be for one vear in 
the first instance Applications, giving particulars 
of age, qualifications, and experience, with relevant 
dates, togther with the names and addresses of two 
referees, to be sent to the Secretary. Registrars 
Committee, South-East Metropolitan Regional Hos 
pital Board. 11, Portland Place, London, W.1, not 
later than January 28, 1956 7505) 


THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 

Applications are invited for the whole-time non- 

resident appointment of 
SENIOR MEDICAL REGISTRAR 

tenable in the first year at the Royal Victoria 
Infirmary The appointment is for one year in the 
first instance, and may be renewed to a maximum 
of four years. The appointment will be subiect t 
terms and conditions of service of hospital medica! 
staff in the National Health Service In any re 


appointment the successful candidate may be re- 
quired to undertake duty in a hospital under the 
Newcastle Rigional Hospital Board Applications 


giving full details and the names and addresscs of 
three referees, should be sent to the undersigned 
within two weeks of the appearance of this adver- 


tisement A. W. Sanderson, House Governor and 
Secretary Roval Victoria Infirmary ewcastle 
upon Tyne 
JAN. 14, 1956 


Jan. 14, 1956 


Viedicine—contd. 


WELSH REGIONAL HOSPITAL BOARD 


KEGISTRAR (General Medicine) 


Bridgend General Hosp.tal. Bridgend (381 beds) 
Hospital recognized for ma diplomas Resident 

n-resident Subject to review end of first year 
Application forms, from SAMO Temple { 


Peace, Cathays Park, Cardiff, within 14 days. (7761) 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Western Hospital 


Applications are invited trom registered medica 
wactinoners tor the appointment of 

RESIDENT MEDICAL OFFICER 
grade of Junior Hospital Medical Officer 
Applications, stating age qualifications and experi- 
nee, together with three recent testi 
should be forwarded to the Secretary to 
Doncaster Royal Infirmary (7462) 


n th 


copies of 
the Committee 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Mount Pleasant Hospital (238 beds), Swansea 


Registered medical practitioners are invited to 
apply tor the resident appointment of 
JUNTOR HOSPITAL MEDICAL OFFICER 


tor work in the Medical and Surgical Departments 


and in the Chronic Sick Wards of the above hos 
pital Applications, stating age experience and 
altfications, with copies of two recent testimonials, 


should be addressed to the Hospital Secretary. (7463) 
ACTON HOSPITAL, Gunanersbery Lane, W.3 
SENTOR HOUSE OFFICER (Resident) 
Required as In-patient Medical (Officer (medical 

and surgical beds) Applications, with copies 
two testimonials, to Hospital Secretary within seven 
lays (7643) 
PLAISTOW HOSPTTAL 
Samson Street, London, 
Applications are invited for appointment of 
SENIOR HOUSE OFFICER (Resident) 
to the Chest Unit and Infectious Diseases Unit at 
the above hospita! for twelve months Previous ex 
serience in diseases of the chest is desirab'c Ex 
ilient experience is afforded in the investigation of 


diseases cases, and 
Study tor the 


chest and infectious 


good facilities for posteraduate 

MRCP. examination Applications, with copies 
ft recent testimonials, to M. J. Huntley, Group 
Secretary, West Ham Group Hospital Management 
Committee, Stratford, Lomion, E.15, by Jan. 


ST. STEPHEN'S HOSPITAL, Chelsea, 5.W.10 
SENIOR HOUSE PHYSICIAN (5.1L.0.) 


rchinge Applications 


General Medicine Some tc 
now, naming two referees. to Medical Superinten 
dent. Vacancy March, 195¢ (7757) 


BRADFORD, ST. LUKE'S HOSPITAL 


SENIOR HOUSE OFFICER 
(General Medicine and Clinical Pathology) 
vacant January 17, 1956 Applications, stating age 
nationality, qualifications, and experience. with copy 


testimonials, to Secretary, Bradford Royal Infirmary 
(7440) 


EAST RIDING GENERAL HOSPITAL, Driffield, 
Yorkshire (247 beds) 


SENIOR HOUSE PHYSICIAN 
Vacant January 16, 1956. Salary £745, less emolu- 


ments. Duties to include acute and chronic medi- 
cine Detailed applications, with references, to the 
Group Secretary, Westwood Hospital, Beverley 

7464) 


Yorkshire 


GRANTHAM AND KESTEVEN GENERAL 
HOSPITAL (118 beds) 


RESIDENT HOUSE PHYSICIAN 
(Senior House Officer or Pre-registration Intern) 


Gencral Medical and Pacdiatrn Post vacant 
February 3, 1956 Applications, with full details 
and names of two referces. to the Secretary, 101, 


Manthorpe Road, Grantham 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


County Infirmary, Louth, Lines (215 beds) 


SENIOR HOUSE OFFICER (Medical) 
Applications are invited for the above resident 
post, now vacant, at this busy gencra! hospital. Ap- 
Plications, with full details. together with names of 
two referees, should be addressed to ih Hospital 
Secretary (7465) 


Jan. 14. 1956 


BRITISH ME wane AL 
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KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and King’s Lyan General Hospital 
(146 beds) 


Applications are invi ted for the post of 
RESIDENT SENIOR HOUSE OFFICER 

Medicine 

year in the first instance, com- 

1956. Salary £745 per annum, 


Appointment for one 
mencing February | 


less £150 per annum residential emoluments. Post 
offers valuable and varied experience in acute and 
chron medical wards The medical team con- 
sists of Consultant, Senior House Officer and two 
Hou Physicians Applications, with names and 
addresses of two referees, to be forwarded as soon 
a possible to the Group Secretary of the above 
Committee, St. James’ Hospital, Exton’s Road 
Kine’s Lynn (7466) 


MITCHAM JUNCTION, SURREY, WANDLE 
VALLEY HOSPITAL 


RESIDENT MEDICAL OFFICER 
(Senior House Officer grade) 

Vacant now The hospital contains 140 beds 
for infectious diseases and geriatric cases Appili- 
cations, stating age, qualifications, and experience, 
with the names of referees, should be sent to the 
Group Secretary, St. Helier Hospital, Carshalton 
Surrey (7507) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough 
(Medical) 


Hemlington Hospital, 


SENIOR HOUSE OFFICER 

A vacancy will occur early February, 1956, for 
the above appointment The hospital is situated 
in the country within easy access of Middlesbrough 
and with good transport arraneements The Medi- 
cal Unit consists of 60 beds, 40 of which are acute 
Applications, together with two names for refer 
ence, to be forwarded to the Hospital Sec 7134) 


MILLER GENERAL HOSPITAL (180 beds) 


HOUSE PHYSICIAN 
Vacant mid-February, 1956 Six months" ap- 


pointment, National] salary and conditions. Appli- 
cations and testimonials to Secretary, G. & D./ 
HMC St. Alfege’s Hospital, S.E.10 (7722) 
PRINCESS BEATRICE HOSPITAL 
Earls Court, 5.W.5 


Applications are registered medical 
practitioners for the pos 
HOUSE PHY SIC TAN 


for six months. Vacancy from February 2, 1956 
Applications, statine age, qualifications, and with 
not more than three testimonials, to House Gover 
nor not later than January 19. 1956 (7270) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Holl Royal Infirmary, Sutton 
Applications are invited for the post of 


HOUSE PHYSICIAN 
Vacant February. Salary and conditions of service 


35 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 

invited for the following posts, 

1956 


Application are 
which fall vacant in January, 
Victoria Hospital, Accrington (112 acute beds) 

HOUSE PHYSICIAN Uanuary 19% 
Queen's Park Hospital, Blackbura (644 general beds) 
HOUSE PHYSICIAN (immediately) 

Recognized tor pre-registration purposes 

Applications to Secretary, HM.C. Office, 
Infirmary, B'ackburn (Pr 


BLACKPOOL VICTORIA HOSPITAL 


HOUSE PHYSICIAN 
Pre-registration post available in mid-March at 


Royal 


this modern hospital serving the Blackpool and 
Fylde area Applications, stating age, qualifications 
and experience, together with the names and ad 
dresses of two referees, should be addressed to the 
Hospita! Secretary (Pr 7489) 
BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Bolton District General Hospital (604 beds) 
RESIDENT HOUSE PHYSICIAN 
Now vacant, tenable for six months, and recog- 


nized under the pre-registration service scheme. Ap- 
plications, with the names of two referees, to Group 
Secretary. The Royal Infirmary, Bolton (Pr.7509) 


BRADFORD ROYAL INFIRMARY 


HOUSE PHYSICIAN (General Medicine) 
Vacant February 1 Recognized for pre-registra- 
tion purposes Applications, stating age, nation- 
ality, qualifications and experience, with copy testi- 
monials, to the Secretary (Pr 7081) 


BRADFORD, ST. LUKE'S HOSPITAL 
HOUSE 


PHYSICIANS (General Medicine) 
Vacant February 1 
HOUSE PHYSICIAN (General Medicine and 
Dermatology} 
February 1 
for pre- 
nationality, 
testimonials, to the 
Infirmary (Pr 


Vacant 
Recognized 
plications. stating age, 
experience, with copy 
tary, Bradford Roval 


CAMBRIDGE, ADDE INBROOKE'S HOSPITAL 


registration purposes Ap- 
qualifications and 
Secre- 
70RD) 


2 HOL SE PHY SICIANS 
each for six months, one from March 1 
March 15 Recognized pre-registration 
Apply, stating age, nationality, qualifications, and 
experience (with dates), and copies of three testi 
monials, to Secretary by January 28. Interview 
February 7 (Pr.7510 


DARTFORD TAL MANAGEMENT 
COMMITTEE 


HOUSE OFFICERS (Generat Medicine) 
Required from February 1, 1956, at the Southern 


other from 
service 


Hospital, Dartford, Kent. Posts approved for pre- 

registration purposes Applications, with full par- 

ticulars, to the Medical Superintendent. (Pr 7467) 
DERBYSHIRE ROVAL INFIRMARY, Derby 


HOUSE PHY SICIAN (Pre-registration) 


will be in accordance with the Ministry of Health 

scale for House Officers. The appointment is ten- Vacant February 956, Apply. giving full 
able for six months Applications to the Secretary, part culars, with AM, of two testimonials, to 
Hull Royal Infirmary. Hull! (7279) Hospital! Secretary (Pr.7 184) 


PLAISTOW HOSPITAL 
Samson Street, Londen, E.13 (185 beds) 


Applications are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN 
(Post-registration of pre-registration second post) 
for six months commencing carly February, in the 
Chest Unit and Infectious Diseases Unit Some 
experience in diseases of the chest desirable. The 
position offers good opportunities for experience in 
general medicine. Applications, with copies of 
recent testimonials, to M. J. Huntley, Group Secre- 
tary. West Ham Group Hospital Management Com- 
nittee, Stratford, London, E.15, by Jan. 25. 1956 

(Pr.7569) 


QUEEN MARY'S H HOSPITAL FOR THE EAST 
D, Stratford, Londoa, 


PRE-REGISTRATION HOUSE PHYSICIAN 
required for six months, commencing February 
13. 1956 Applications, with copies of recent 
testimonials, to Group Secretary, West Ham Group 
Hospital Management Committee, Stratford. E.15, 
by January 28. 1956 (Pr.7731) 


BLACK NOTLEY HOSPITAL, Braintree, Essex 
POSTS OF HOUSE SURGEON AND HOUSE 


PHYSICIAN 
Applications invited tor above posts. The suc- 
cessful applicant wil! serve six months at House 


Surgeon followed by six months as House Physician 
First, second, third or pre-registration posts. Sur- 
gical post includes dutics in general surgical and 
gynaecological wards Recognized for F.R.CS. 
Medical post includes dutics in medical and pae- 
diatric wards Applications. with copies of three 
testimonials, to Group Secretary, Colchester H.M.C., 
14, Pope's Lane, Colchester, Essex (Pr.7561) 


= 
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ESSEX COUNTY HOSPITAL, Colchester 
(188 beds) 


Applications invited for post of 
HOUSE PHYSICIAN 
First, second, third or pre-registration post, tenabic 
for six months Applications, with copies of three 
testimonials, to Growp Secretary, Colchester H.M 
14. Pope's Lane. Colchester, Essex (Pr 7683) 


FARNBOROUGH HOSPITAL, Kent (800 beds! 


HOUSE PHYSICIAN 

Required for six months from March 3. Recog- 
nized tor M.R.C P. Duties include care of some 
$0 general medical cases, mostly acute, psychiatri 
duties and work in medical out-patient department 
Preference given to pre-registration candidates. Ap- 
ply. stating age, marital state, qualifications (with 
dates) and experience, naming three referees, 
the Administrative Officer by January 28. quoting 
reference HP (Pr. 7655 
KILLEARN HOSPITAL, Killearn By Glasgow 


HOUSE PHYSICIAN 
(Pre-registration for first. sccond or third post 
held) required for Medical Unit on February 1, 
1956, for six months. Salary £426 /£525. according 
to number of posts previously held. less £125 for 
residential emoluments Applications to the Medi- 
cal Supt.. Western Infirmary, Glasgow. W | 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 30 
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Medicine—contd. 


GRAVESEND AND NORTH KENT HOSPITAL 
(145 beds 4 Residents) 


HOL SICIAN 


tion are from registered medica 
hor ve resident pust vacant 
Approved under pre-reeistrate 

gulal md at tor months Salary 

425 f annum, according to experience 
\oplicat stating auc natonality jyualifications 
aperience to be addressed t Hospital Sec 
(Pr. 7223) 


NORTHERN IRELAND HOSPITALS 
AL THORITY 


Fermanagh County Hospital 


Hot st ore (Medical) 
cq ebruary recognized for pre 
wistratio purposcs soon a® possible 
with particulars and names of referees, to the Sec 
retary Fermanagh County Hospita Ennrskilien 
(Pr “602) 


NORTH STAFFORDSHIRE ROY AL 
INFIRMARY 


HOUSE OFFICER 
Ceneral Medicine (with Dermatolocs) 


required Post vacant January 
Detatiect applicatens, with cop. testimonals, to 
up Secretar HM ¢ Princes R Stoke-on 
(Pr “StL 


NOTTINGHAM, GENERAL HOSPITAL 
RESIDENT HOUSE PHYSICIAN 


Pre-registration, first of second post. requ red 
february for si months Applications. stating 
yualificatoon md experience together with 

« of testimonials, to be sent to the Group Se 
iPr 


PONTY POOL AND DISTRICT HOSPITAL 
Pontypool, Mon (113 beds) 
(Recogeized pre-registration service) 


HOUSE PHYSICIAN 


required February 1 to serve with Consultant 
Physician and the Pacdiatrician Four residents 
W juoting two referees. to T. A mes, 64 
Cardiff? Road. Newport, Mon iP 1%) 


PORTSMOL TH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Saint (74 acute medical beds) 
HOUSE PHY SH (Pre- registration) 
Vacant Januar February February 24 
Oucen \lewandra Hospital (78 acute medical beds) 
HOUSE PHYSICIAN (Pre-registration) 
Vacam February |, 19%6 
Application 


stating 


and qualifi 
should 


experience 
f two referees 


cations, togwether with names 

' torwarded a on as possible to L. C. Rogers 
1* Grove Road South, Southsea (Pr.5470) 
KOVAL LANCASTER ENFTIRWARY (240 beds) 


= NT HOUSE PHYSICIAN (Pre-registration) 


meclude the care acute cases under the 

Pervision Consultant Physicians and 
ttendan Consultatwe Clinics Applications 
sith names tw referee to Secretary. Royal 
lancaster | ancaster (Pr 7446) 


SEDGELEIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Sedeeficld Geeeral Hespital, Stockton-on-Tees 
(336 beds) 


PRE-REGISTRATION HOLSE PHYSICIAN 


Required Tmmediate vacancy Adequate staff 
rploved Excellent conditions Apply tw the 
fersigned as soon as possible L. Watson Grour 
Sect ary (Pr.7 404) 
TEESSIDE HOSPTTIAL MANAGEMENT 
COMMITTEE 
Htemfington Hospital, Middlesbrouch 
HOUSE PHYSICTAN 
A vacancy mid-Fetruar 19% 
the above pre-rea stration ay tment Ihe 
tuated in th with 
Middlesbrough and wit: aood msport arrange 
Th fedical Unit ’ { 60 bed an 
aul Applicatwns, th with 
“ role t warded 1 h 
al Seoretary P 


TEESSIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Moevpital, Stockton-on-Tees 
1) beds) 
Arr ted thw the ar wenter t { 
wot ‘st ot 1CER (Me dical) 
st nita Thx vment is 
red tor pre-reatstration serv veh the Medical 
\ App! cations stating and 
r reference, b addres te 
¢ Hosp tery (Pr 7494) 
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NELROLOGY 


NORTH MANCHESTER HOSPITAL 


14, 1956 


JAN. 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Sefton General Hospital 


MANAGEMENT COMMITTEE Applications are invited tor the post of 
RESIDENT REGISTRAR 
Crumpsall Hospital in Obstetrics and Gynae 

| with duties at the above hospital. The post is 

Applications are invited tor the post of | recognized for the MR.C O.G. Forms ot appti- 
REGISTRAR in the Department of Newrosurzery | cation from, and to be returned to, Dr. T. Lioyd 
at the above hospital The holder of the post wil! Hughes, Senior Administrative Medical (Officer, 
be allowed more scope than usual fin Liverpool! Regional Hospital Board, 19, James 
departments Applications. with full details and Street, Liverpool, 2, to be received not Jater than 
two referees. to Group Secretary, Crumpsall Hos January 28, 1956.—Vincent Collinge, Secretary to 
pital, Manchester, (S12) the Board (7665) 

THE UNTTED SHEFFIELD HOSPITALS NORTHERN A HOSPITALS 


REGISTRAR 


Required for the Department of Neurology at the 


Royal Hospital Post vacant April il Applica- 
tions, with the names of three referees, should be 
sent not later than January 24, 1956, to the Chief 
Administrative Officer, The United ee Hos 

pitals, West Strect Sheffield, 1} 713) 

UNITED LEEDS HOSPITALS /LEEDS 
REGIONAL HOSPITAL BOARD 
REGISTRAR in Neurology 

(two similar posts) tor duties divided between th 
Department of Neur av at the General Infirmary 
at Leeds (20 beds) and Pingerficids General Hos 
pital, Wakefield G8 beds) Applications, stating 
agc qualifications and details of present and 
previous appointments (with dates). together with 
the names and addresses of three referees, to the 
Secretary Joint Registrars Committee, Park Parade 
Harrogate. by January 19, 1956 7513) 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPTTALS 
Applications are invited for the non-rewdent ap 
pontment of 
SENIOR HOUSE OFFICER 
department of neurology and 
the Royal Victoma Infirmary 
19%¢ The niment will 
and will be subicct to the terms 3 
service of hospital medical staff in 
Health Service Applications. giving 
the names and addresses of threc 
referees. should be sent to the undersigned within 
eks of the appcarance of this advertisement 
Sanderson, Ho Governor and Secretary 
Victo Infirmary, Newcastle-upon- Ty nc 


~$95) 


open in appo 
condinons of 
onal 
details and 


NEUROSURGERY 


UNITED MANCHESTER HOSPITALS AND 
MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited tor the post of 
CONSULTANT NEUROSURGEON 


to commence a possible for nine sessions 
a week (cight at Manchester Royal Infirmary and 
ne at Parkside (Mental) Hospital, Macclesficid) 
Candidates must possess a higher qualification in 
weery Anplications (12 copies), together with 
he names of three referees, should be sent to the 
ndersianed not later than January 28, 1956 

Ft. J. Cable, Secretary to the Board of Governors 
(nited Manchester Hospitals. Manchester Royal 
infirmary, Manchester, 13 (7293) 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Regional Neurosurgical Service 


Applications are invited for the post of 
REGISTRAR in Neurosurgery 


with duties mainiy at Walton Hospital The post 
is suitatte for candidates studying for a higher de- 
erce and intending to specialize in neurosurecry 
Forms of application from, and to be returned to, 
Dr. T. tle Senior Administrative Medi- 
cal Officer Regional Hospital Board, 19 
James Street, Liverpool, 2, to be received not later 
than January 28, 1956 —Vincent Collinge, Secre- 
tary to the Board 64) 


OBSTETRICS AND GYNAECOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPTTAL BOARD 


CONSULTANT GYNAECOLOGIST 


(two half-days a week, one of which must be Thurs- 
day morn ng), Willesden General Hospital, Harles- 
con Road, N.W.10 (127 beds). Hospital may be 

ted by direct appointment Application forms 
hb a nable from, and returnable to, Secretary, North- 
Ww Metropolitan Regional Hospital Board. Ila 
P and Place. W.1. by February 23, 1956. (7746) 


BIRMINGHAM (near), MARSTON GREEN 
MATERNITY HOSPITAL 


REGISTRAR, OBSTETRICS /GYNAFCOLOGY 


APPOINTME NI OF REGISTRAR 


Applications are invited for a whole-time post as 
Registrar in Obstetrics and Gynaecology at the 
Samaritan Hospital, Belfast. The terms and con 
ditions will be m accordance with the application 
of the Spens Report w Northern Ireland Anpii- 
cations to be made on a form obtamable ‘with 
further particuiars) from the Secretary, Northern 
Ireland Hospitals Authority, 44-46. Queen Sect, 
Beltast. and to be returned not later than Jan- 
uary 28, 1956 

NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 
Crumpsall Hospital 
Applications are invited tor the resident post of 


REGISTR AR in Obstetrics and Gynaccotory 
at the above hospital. Recogn.zed for G. 
This post offers extensive clinical experience Ap 
plications and two referees by January 24. 1956, t 
Group Secretary Crumpsa!! Hospital! Man- 
chester. 8 (7515) 


HERTFORD COUNTY HOSPITAL 
Hertford, Herts 


PRACTITIONER OBSTETRIC CLINICAL 
ASSISTANT 

Applications invited from registered medical 
practitioners resident in or near Hertford for the 
above appoimument now available at Hertford County 
Hospital (Maternity Unit 22 beds) The primary 
purpose of the appointment ts to secure the scrvices 
of a practitioner on an “on call” basis for emer- 
gency work and consultations when the hospital's 
Consultant (Obstetrician is not available Appli- 
cants should possess an obstetric qualification of 
have had special obstetrical experience. Remuncra- 
tion will be made in accordance with the National 
Health Service Terms and Conditions of Service of 
Hospital Medical Staff at the rate of per 
emergency visit) Applications, together with names 
of two referees, to the Seanetery. Hertford Group 
HM.C Hertford County Hospital. (7728) 


FULHAM AND KENSINGTON HOSPITAL 
MANAGEMENT COMMITTEE 
Fulham Maternity Hospital, £/7, Parsons Green, 
S.W.6 
SENIOR HOUSE OFFICER (Resident) 
Required February $, 1956. Candidates may 
vist the Hospital by arrangement. Applications to 
be submitted on forms obtainabic from the Hos- 
pital Secretary, Fulham Hospital, St. Dunstan's 
Road, Hammersmith, W.6, immediately (7723) 


Recoenized for obstetric part of MRCOG 
affiliated to medical school for training students 
Residen Experience specialty esscntal Applica- 
" forms. from Group Secretary. Dudiey Road 
Hospital, Birmingham. 18. to be returned before 
January Candidates may visit hospital 
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ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOL SE OFFICER 
(Obstetrics /G) naecology) 
Ashton-under-Lyne General 


required at Hospital. 


There are 82 obstetric and 26 gynaccological beds 
Recognized for MRCOG Vacamt February 6 
Applications, with copies of two testimonials, should 


be forwarded to the Group Secretary, Ashton-under 
Lyne Genera! Hospital, Ashton-under-Lyne, Lancs 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Lianelly Hospital (164 beds), Lianelly, Carms 


Applications are invited from registered medical 
Practitioners tor the appo ntment of 


SENIOR HOUSE OFFICER 


in the Gynacco'ogical Department, with dutics in 
the ENT. and Ophthaimic Departments Full 
particulars, stating age, qualifications and evxperi- 
ence, should be addressed to the Hospital Sec 
(7469) 
NORTH STAPFORDSHIRE ROVAL 
INFIRMARY, Stoke-on-Trent 
Gynaecology Department 

SENIOR HOUSE OFFICER 
Required Post vacant very shortly Recog 
nized for MR.C.O.G. (Surgery) Experience in 
abnormal obstetrics available, but the work is 
mainly gynaecological Detailed applications. with 
copy testimonials, to Group Secretary, HMC. 
Princes Road. Stoke-on-Trent (7204) 
Jan. 14. 1956 


Jan. 14. 1956 


Obstetrics and Gynaecology—contd. 


HULL MATERNITY HOSPITAL (74 beds) 


SENIOR HOUSE OFFICER (Obstetrics) 


Applications are imvited for the above resident 
appointment, commencing April 1, 1956, and ten- 
able tor one year The post is recognized for the 


Diploma and the Membership of the Royal C olleae 
of Obstetricians and Gynaccologists This is the 
main Maternity Hospital for Hull and the East 
Riding of Yorkshire. The successful applicant will 
excrcise general supervision over the three resident 
House Surgeons, Applications, stating age, quali 
fications and expericnce, with names and addresses 
of two referces, to the Secretary, Maternity Hos 
pital, Hedon Road, Hull, by Monday, February 6 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Bridge General Hospital, 

Co. Durham 

Richard Murray Maternity Hospital, 
Co. Durham 

Applications are invited trom registered medical 

Practitioners for the undermentioned appointment 
SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 


Shotley Shotley Bridge, 


Blackhill, 


The appointment is tor one year and the salary is 
£745 per annum, less emoluments valucd at £150 
Applicants must have been qualified not less than 
one year. The successful applicant will reside at 
Shoticy Bridge General Hospital and will have 
duties in both obstetrical and geynaccological de- 
partments, including clinics The post is recog- 
nved for the M.R.C_.O.G. for gynaccology Early 
application, accompanecd by cop.es of three testi- 


monials, should be made to the Group Secretary 
A. Lawther, Esq.. F.C_C.S.. Shotley Bridge 
General Hospital, Shotiey Bridge. Co. Durham 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL HOSPTIAL GROUP 


South Devon and East Cornwall Hospital, Piy mouth 
Department of Obstetrics and Gynaccologs 


Applications invited from duly qualified and 
rezisterced medica! practitioners for the appointment 
ol 

SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 
vacamt April 1, 1956 There will be additional 
@utics at the Ficte Maternity Home and the 
Alexandra Maternity Home, which are parts of the 


uld have had previous 
Obstetrics and 
will be for a 
£745 per annum 
in accordance 


Candidates sthx 
department of 
appointment 
Salary 
service are 


Department 
expericnce a 

Gynaccology The 
period of twelve months 
Terms and conditions of 


with the National Health Service terms. The post 
is recognized by the Royal College of Obstetricians 
and Gynaccologisits for the Membership examina- 
tion of the Collere Applications, stating 
Nationality, qualifications and experience, together 
with the names and addresses of three referees 
should be sent to the undersigned.—Arthur R. Cash 
Group Sccretary, 7, Nelson Gardens, Stoke, 
Pivmouth (7736) 


SHEFFIELD, NETHER EDGE HOSPITAL 
Applications are invited for the resident post of 
SENIOR HOUSE OFFICER 


Main duties will be in connexion with the mater 


nity unit but will also be required to assist in 
the wards for long-stay medical cases. Small flat 
available on rental Applications, giving full de- 


tails of age, qualifications, present and previous ap- 
po'ntments (with dates), and the names of two 
whom reference may be made, should 


persons to 
be forwarded to W. Stansficid at Nether Bdge L 
pital. Sheffield. 11 70) 


UNITED MANCHESTER HOSPITALS 


Saint Mary's Hospitals, Manchester 


Applications are invited tor the post of 
SENIOR HOUSE OFFICER in Obstetrics 
Applicants must have had previous hospital experi- 

and in ob- 


ence in general medicine and surgery, 

Stetrles The post is recognized for purposes of 
the MR.C.OG. examination The duties involve 
clin'cal responsibility for mothers and babies and 
supervision of the work of pre-registration house 
ficers is also included. The appointment is for 
twelve months from Apri! 1, 1956. National scales 


Application forms may be obtained from the under- 
signed and returned not later than January 28 
1956.—A_ R. Wise. General Superintendent. Saint 
Mary's Hospitals, Whitworth Park, Manches’c 
(7684) 


AND TADCASTER H.M.C, 
York 


YORK “A™ 
Maternity and Fulford Hospitals, 


SENIOR HOUSE OFFICER 
in Obstetrics and Gynaecology 


Required February 1. 1956 Recognized for 
MRCOG Applications, stating age. qualifica- 
tions, experience. nationality and names of two 


to Group Secretary 


reterces Bootham Park, York 
ais 


<9) 
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ANNIE McCALL MATERNITY HOSPITAL 
Jeffreys Road, S.W.4 
invited from registered women 
medical practitioners for the post of resident 
OBSTETRIC HOUSE SURGEON 
(Post recognized for the D.R.C.0.G.) 


Applications are 


Appointment is for a period of six months, vacant 
February |. 1956. Applications, stating age, quali- 
fications (with dates) and nationality, accompanied 


by copies of three recent testimonials, should be 
to the Sceretary, Annie McCall Maternity Hos 
pital, as SOON as possib'c (7440) 


ST. STEPHEN'S HOSPITAL, Chelsea, 5.W.10 


OBSTETRIC AND GY NAEC OLOGICAL HOUSE 


URGEON 
Resident Vacancy early March, 1956 Post 
recornized for DRCOG Applications now, 


to Medical Superintendent 


So) 


nam:ng two referees, 


THE MOTHERS’ HOSPITAL (Salvation Army) 
London, E.5 (Maternity — 110 beds) 


Applications for the six months’ appointment of 
RESIDENT OBSTETRIC HOUSE SURGEON 
(Registered) 


(Post vacant February Recognized = for 
MRCOG) should be sent to Group Secretary 
Hackney Hospital, London, E.9. quoting MH tis 


(7262) 


THORPE COOMBE MATERNITY HOSPITAL 
Walthamstow, E.17 (58 beds) 
Applications are invited from medical women 

for the post of 

JUNTOR OBSTETRICS OFFICER 

(Graded Howse Officer) 

February 15, 1956. The hospital is recog 
Royal College of Obstetricians and 
Gynaecologists Applications, with full details and 
copies of two recent testimonials, should be sent 
immediately to the Secretary HMC Forest 
Group, Lanathorne Road, F.11 (7490) 


WANSTEAD Hermon Hill, E.11 
beds) 


vacant 
mized by the 


Applications are invited for the post of 
OBSTETRIC and GYNAECOLOGICAL HOUSE 


SURGEON 
vacant February 10, 1956 The appointment is 
recognized for the D.R.C.0.G Applications, with 


full details and copies of two recent testimonia’s 
should be sent immediately to the Secretary, Forest 
Group H.M.C., Lanathorne Road, E.11 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GY NAECOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 
25 gynaccologica!l beds situated three miles from 
the above hospital, with all ancillary services avail- 
able Recognized for MRCOG Six months” 
appointment Post now vacant NHS. salary 
and conditions Applications, together with copies 
of two recent testimonials, to be addressed to the 
Hospital Secretary at the above hospital (7319) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEE 


West Norfolk and Kine’s Lyon General Hospital 
(146 beds) 


Applications are invited for 
1 RESIDENT HOUSE SURGEON 
(Obstetrics /Gynaecolog) 
at the above hospital Appointment wil] be for 
six months in the first instance Good off duty 
Eight residents employed. Applications, with names 
and addresses of two referees, to be forwarded 


immediately to the Group Secretary of the above 
Committee. c/o St. James’ Hospital, King’s Lynn, 
Norfotk (7518) 


ROYAL BERKSHIRE HOSPITAL 
Read.ng (401 beds) 


trom registered medical 


Applications are invited 
the resident 


practitioners. male and female, for 
post of 

HOUSE SURGEON (Gynaecology) 
1956. and tenable for six 


vacant February 1}, 

months Write, stating age, qualifications, with 
dates, nationality, and present post, with copy of 
one recent testimomal. to Secretary (6855) 


UNITED MANCHESTER HOSPITALS 


Saint Mary's Hospitals, Manchester 


Applications are invited ‘for four posts of 
HOUSE OFFICER in Gynaecology 
Applicants must have had previous hospital experi- 
ence in medicine and surgery. The pos*s are recog- 
nized for the purposes of the M.R.C.0.G, examin- 
ation The appointments are for six months start- 
ing April 1, 1956 Salary in accordance with 
national scales. Application forms may be obtained 


from the undersigned and returned not later than 
January 28, 1956.—-A Wise, General Super- 
intendent, Saint Mary's Hospitals, Whitworth Park, 

(7685) 


Manchester 
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SHREWSBURY HOSPITAL GROUP 


FOREST GATE HOSPITAL 
Forest Lane, Loudon, E.7 


PRE-REGISTRATION OBSTETRIC HOUSE 
OFFICER (Second post) 
Required for six months, commencing March 1, 


1956. The appointment is recognized tor waiming 
of candidates for D.Obst R.CO.G Applications, 
with names of two referees. to the Group Secre- 


tary, West Ham Group Hospital Management Com- 
mittee, Stratford, London, E.15, by Jan. 21, 1956 
(Pr.7732> 


BATH HOSPITAL MANAGEMENT COMMITTEE 


Applicaiions are invited from medical practitioners 
for the post of 
HOUSE SURGEON (Gynecology and Obstetrics) 
to the Bath Group of Hospitals, which is vacant 
spproximately March 18, The post is recor- 
nized for the Diploma of the R.C.O.G. and also 
lor pre-registration purposes Applications, stating 
age, qualifications, and expernence, with three testi- 


monials, should be forwarded to the Gioup Secre- 
tary. Manor Hospital. Combe Park, Bath. to 
reach him by January 31, 1956 (Pr.7419) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bank Hall Maternity Hospital, Burnley (51 beds) 


RESIDENT HOUSE OFFICER (Obstetrics) 

The appointment is approved as a pre-registration 
post, and is recognized for MR.COG Applica 
tions, with two references, to Group Secretary 
Burnicy General Hospital, not later than January 
24, 1956 (Pr. 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burnley General Hospital (641 beds) 


RESIDENT HOUSE OFFICER (Gynaecology) 

The appointment is recognized as a pre-registra- 
tion post and also recognized for MRCOG, Ap- 
plications, with three references, to Group Secretary, 
Burnley General Hospital, not later than January 
24, 1956 (Pr.7708) 


MIE CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal ltafirmary 


Applications are invited for the post of 
HOUSE SURGEON (Gynaecological) 
vacant on February 26. 1956. The post is recoe- 
nized for pre-registration service. Applications, to- 
zether with the names and addresses of two referees, 
hould be forwarded to the Group Secretary, .. 
King’s Buildings, Chester 


COLCHESTER GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Essex County Hospital, Colchester 
(19 Gynaecological beds) 
Cotchester Maternity (22 Obstetric beds> 


SE OFFICER (mate or 

tetrics and Gynaecolog' 
third or pre post. ten- 
months. Applications, with copies of 
to Group Secretary, 14. Pope's 
Essex (Pr.7687) 


VICTORIA HOSPITAL 


First, 
able for six 
three testimonials, 
Lane. Colchester. 


FOLKESTONE, ROYAL 


Applications are Invited for the appointment of 
HOUSE OFFICER 
(Obstetrics and Gynaecology) 
recognized for pre-registration § service 
The duties will be mainiy obstetrical and gynac 
cological with some general surgery Salary in 
accordance with national scales Applications. giv- 
ing details of age. qualifications and cxpericnce 
together with the names and addresses of two 
referees. should be made to the Group Secretary, 
South-East Kent Hospital Management Committee, 
“ Ash-Eton,.” Radnor Park West, Folkestone 
(Pr.7657> 


MID-SUSSEX HOSPITAL MANAGEMENT 
COMMITTEE 


which is 


Cuckfield Hospital, Cuckfield, near Haywards 
Heath, Sussex 


JUNIOR HOUSE OFFICER (Midwifery) 
Now vacant. Appointment tenable for six months 
Pre-registration post Applications, stating age 
nationality. experience and qualifications, with 
names and addresses of two referees, to the Group 

Secretary at above address as soon as possible 
(Pr 7471) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 30 
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WELSH REGIONAL AS BOARD 
st NIOR ISTRAR in Ophthalmology 


| 


Jan. 14, 1956 


ROYAL NATIONAL ORTHOPAEDIC 
HOSPITAL 
Portland Street, 


234, Great Londoa, W.1 


Applications e¢ invited for the appointment of 
ORTHOPAEDIC REGISTRAR (full-time) 
non-resider Preference will given to candl- 
date “ > a higher surgical qualification Duties 
to mmen n April 12 Applications to be re- 
ceived not late than February 1! Forms of ap 
plication can b biained trom the House Goversor 
at 234, Great Portiand Street, London, W.1. (7668) 
THE LONDON HOSPITAL, Whitechapel, E.1, aad 
BLACK NOTLES HOSPITAL, Braintree, Essex 

Applications are invited for two joi appoint- 
ments of 

REGISTRAR 

to the orthopacdic departments of the above hos- 
pitals fon post vacant now and the other on 
March 9 1956) Ih surccesstu andidatcs will 

stationed at Black Noticy but will be required 

spend certa sessions at the London Hospital 
The appointments will be for one vear, renewable 
Applications opics), giving the names and 
addresses of thre referees, should be received by 
the und ened by January 31, 19%¢ H. Brierley, 
House Governor. (628) 

EAST ANGLIAN REGIONAL HOSPITAL 

BOARD 

SE NIOR ORTHOPAEDIC REGISTRAR 
I'n Norwich Hospitals Main Nor- 
folk and Norw $41 beds. Train H gher 
fication d bie App age 
experience, and names of three reic Secretary 

Board Chesterton Road lec. by 
Jar ry f Candidat nvited t sil hos 
pitals by dire neement wth H Secretary, 
Norfolk and N Hospits (7521) 
SHEFFIELD REGIONAL HOSPITAL BOARD 

Louth County ltafirmary (215 beds) 
WHOLF-TIME RESIDENT REGISTRAR 
(ORTHOPAEDICS AND CASUALTY) 

required Appointment for one year in first in- 
stance Apply to Secretary. Shefficld R val Hos- 
pita! Board, Old Fulwood Road. Sheffield. by Janu- 
ary 23, 1956. giving age, nationality, qualifications, 
present and prev ss appointments ‘(with dates), 
naming three referees (7822) 


SCARBOROLGH HOSPITAL (190 beds) ¢ Swansea Hospite 
a 4 Spite 
‘ 4 beds) recognized for F R.C.S. and 
Apt are in the po 
Do No jent Subject to review end ol 
(Obstetri ~~ bthatmetogy! first year Application forms from S.A.MO 
month mm ng 
(7629) 
The post is enized f reantra Appli 14 days 
m to be forwarded t he H Secretary ROVAL EYE HOSPIT 1 
Road. Scarbor h. Yorksh Pr.-6%6) | 
SOL WEST DURHAM HOSPITAL King’s College Hospital Group 
eS , | Applications are invited for the post of 
Ihe General Hespital, Bishop \ucklond st - engether 
cstimonials, should be mad 
HOUSE OFFICER } recent t 
(Obstetrics and Gynuecology) to the Sccretary, The Royal Eye Hospital .. 
AD ats nvited from gistered of pre-reRis- | George's Circus. as soon as possible, (7°14) 
tration practitioners. Wacant mid-February. R | HULL (A) GROUP HOSPITAL MANAGEMENT 
DObt COG Departmental beds COMMITTEE 
Ap : two refer to Group Se ary 
abov Holl Royal tatirmary 
(400 beds ppika n ire invited o 
hee ALMIC SURGEON 
HOUSE OFFICER (Male) or House erade) 
tir tow n Gyna ica for d ya anc 
nd | mt Jar | Vie Hos Sick Children. R anized for 
<6 P tt m DO Appomtment w tor X months, termin 
bie by on not her side National 
H ital S Sunderland ja scales and 1. tons Apr ons th 
(Pr H tal Se (72780 
SL NDERLAND EVE INFIRMARY (60 beds) 
(Recognized for D.O.) 
OPHTHALMOLOGY 
‘ ul-p t cpartment Vacant February 
fons nvit i t m Junior Staff f thr 
The woly hily v 
A 4 an cal an perativ x % Apply im 
Ma . med naming two refers Hospital Secr 
between the United Kinedor ad th TEES-SIDE HOSPITAL MANAGEMENT 
Ma ach visit Trav ne | COMMITTEE 
and sistem ‘ wances 4 rdan with an 
upproved scale are paid by the Board Remunera North Riding Infirmary (Pye, Ear, Nose and Throat 
hon an addition including superannua~ | Centre), Middlesbrough (120 beds) 
t i he | { Man Scheme are essentially | 
th any " hose for similar posts in the United Applications are mvited for th appointment of 
Ap ation be mad na form SENIOR HOUSE OFFICER (Ophthal 
na with any further information desired The post, which is now vacant, is recognized for 
fr tt wersiagned, t whom mpleted forms | the DO. exanmnation and also for the Fellowship 
’ } etur 1 not later than February 4, 1956 in Ophthalmology Applications, stating full dctails 
Canvassing w disquality.—-G. S. Forster, Secre- of qualifications and experience, giving two names 
tary. I Man Health Services Board, 3, Harris tor reference, should be addressed to the Hospita 
Terr ! f Man «723%) Secretary (72% 
UNTTED MANCHESTER HOSPITALS LNITED MANCHESTER HOSPITALS 
Manchester Koyal Eye Hospital Manchester Royal Eye Hospital 
App stionms are invited for the post of full-tim | Applications are invited for 
SENIOR HOSPITAL MEDICAL OFFICER | HOLSE OFFICER'S POST 
(Non-resident) | Salary r annum, less £155 ner annum for 
Prev «perience in ophthalmology essential. The sidentia moluments Application forms may 
tern ind nditions of service for hospital medical | ph btained from the undersiencd R North 
an’ denta tafls will apply Applications to t | General Superintendent (S912) 
btainable from the undersigned | - 
~ Cable. Sees the | BRADFORD, ROVAL EYE AND EAR 
r J. Cable, Secretary 1 | HOSPITAL 
foard of Governors (6s | os AL 
NEWCASTLE REGIONAL HOSPITAL BOARD | HOLSE SURG 
| Vacant Pebruary nived for 
Newcastle apoe Honpital Management DOMS. and FRC ations, ne age 
Committe } nat ity, qualifications and experience, with copy 
Main Hospitals : Newcastle in Hospital (34 beds) testimonials, to Secretary Bradford R ’ In 
Watker Annexe (21 beds) firmary 
General Hospital (0.8. Department) THE UNITED BIRMINGHAM HOSPITALS 
| 
whol ROGISTRAR | The following sident appointment available 
Ann tions. with names ar -" « of thr } for the six mr as period commencing January 
oahene - to be forwarded w Sen Administrat |} 1956. Recoenized for pre-registration candidates 
bu pister edical practitioners may apply 
Nev tle R nal Hospital Board | t registered medi 
Game head. | The Queen Flizabeth Hospital 
pom- Tyne, 6, within 21 days (7520 HOUSF SURGEON to the Ophthalmic Department 
- Torn f application may be obtained from the 
THE UNITED DS HOSPITALS und —G. A. Pha'p. Secretary and Principa 
Administrative Officer, The United Birmingham 
The General Infirmary at Leeds Hospitals Queen Elizabeth Hospita Rirm- 
ng Pr "ARR 
REGISTRAR in Ophthaimolory gham. Pr 
Required for one year in the first instance from 
February |! 56 Residence availabie if required 
Terms and conditions of service of hospital medica OR THOPAEDICS 
staff apply Applications. stafing age, qualifications 
previous posts (with dates), with three names for SOUTH-EAST METROPOLITAN REGIONAL 
referen should be sent to the Sub-Dean, Scho« HOSPITAL BOARD 
Medicine, Leeds, 1. not later than January 18 
(7416) pplications are invite for an appomtment as 
NOWESTER HOSPITALS 
UNITED MANCHESTER & A REGISTRAR in Orthopaedic Surgery 
to fill a vacancy in the approved traince cstablish- 
Manchester Royal Eye Hospital ment at the Camberwell group of hospitals The 
Applications are invited for the post of appointmem will be im accordance with the terms 
SENIOR REGISTRAR and conditions of service of hospital medical and 
Wh« time post (non-resident) Tenable for twelve dental staff (Engiand and Wailcs), and will be for 
month< subject to renewal Previous experience we year in the first instance Applications, giving 
n ophthalmology cwsentia The terms and condi- particulars of age, qualifications, and experience 
viens of service for hospital medical and dental with relevant dates. together with the names and 
staffs wil! appty Applications to be made on forms addresses of two referees. to be sent to the Secre- 
btainablic from the undersigned as soon as pos tary, Registrars Committee, South-East Metropolitan 
bie Cable, Secretary the Board of Regional Hospital Board, 11. Portland Place, Lon- 
(6812) | don, W.1. not later than January 28, 1956. (7523) 


(Csovernors 
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THE UNTTED SHEFFIELD HOSPITALS 
Royal Hospital Unit 
SENIOR REGISTRAR Io Orthopaedics 


Required at the above hospital Non-resident 
Fellowship of one of the Roval Colleges of Sur- 
geons essential Applications, Stating age. quali- 
fications and experience, with the names of three 
referees. to be semt to the Chief Administrative 
Officer. The tn ted Shefficld Hospitals, West Street, 
Sheffic' d. |. bw January 20, 1956 406) 

WELSH REGIONAL HOSPITAL BOARD 

REGISTRAR im Orthopaedic Surgery 
based at Cacroarvon and Anglesey General Hospital, 
Bangor. to work at Eryri Hospital, Caernarvon, and 
ther hosp.tals in Group Non-resident Subject 
to review end f first vear App ation forms, 
from S.AM.O Temp f Peac Cathays Park, 
Cardiff, within 14 da (7762) 
WELSH REGIONAL HOSPITAL BOARD 
REG ESTRAR in vedic Surgery 
based at Rhyl, 1 lwyd and Deeside Hos 
pital Manaeement Comm a Also required assist 
in treatment of ne-stay orthopacdic cases at area 
sanatoria Subject to review end of first year 
Forms of application from S.A.M.O.. Temple of 
Peac Cathays Park. Cardiff, within 14 days. (7630) 
LEWISHAM HOSPITAL, London, S.E.13 
Applications are invited for the post of 


SENIOR HOUSE OFFICER (Orthopaedics) 


at the above hoxnita Vacant February 1 and 
recognized for six months’ training for F.R.C.S 
Salary £745 per annum, less €150 for residential 
emoluments. Applications, stating age. qualifications 
and experience. with copy testimonials or names 
of reterces, to the Secretary, Group Offices, Lewis- 
ham Hospital. £13 (7491) 
ST. ALFEGE’S HOSPITAL (373 beds) 
Recognized for F.R.C.S. Examination 
RESIDENT SENIOR HOUSE OFFICER 


(Orthopacdics and General Surrery) 
Vacant approximately mid-February. Six months’ 
appointment (renewable). Applications and testi- 
&D. HMC., St. Alfege’s 


monials to Secretary, G 
Hospital, S_E.10. (7724) 
BIRMINGHAM, 15, ROVAL ORTHOPAEDIC 


HOSPITAL 
Royal Co'lece of Surgeons. 336 
and short-term orthopaedic cases 
and extensive out-patient services. 
(Resident) 
Registered 


Recognized by 
for lone- 
(non-traumatic) 


SENIOR HOUSE OFFICER 
Residential charge £190 per annum 
medical practitioner preferably with orthopaedic 
exper.ence Applications, with testimonials of 
names of Administrator 


referees. 


Jan. 14, 1956 
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Orthopaedics—contd. | SHREWSBURY HOSPITAL GROUP MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMEN 
BOURNEMOUTH AND EAST DORSET Royal Salop Infirmary, Shrewsbury 
HOSPITAL MANAGEMENT COMMITIEER St. Bartholomew's Hospital, Rochester 
‘ | ORTHOPAEDIC /ACCIDENT HOUSE SURGEON (Recognized for the F.R.C.S.) 
Koyal Victoria Hospital, Shelley Road, Boscombe, (Senior House Officer) 
Bournemouth (494 beds) Successful applicant will be allowed to attend ORTHOPAEDIC HOUSE SURGEON 
- for two days a month at the Robert Jones and Applications are invited for this pre-registration 
Applications are invited for the immediate ap- Agnes Hunt Orthopacdic Hospita|, Oswestry, for post, vacant now. If held by a registered practi- 
months. Salary 


pommtment of study, with the Consultant Post tioner post will be limited to six 


SENIOR HOUSE OFFICER (Resident) recognized under revised Fellowship regulations in #425 two £425, according to experience Applica- 
(Orthopaedics and Casualty combined) respect of six months’ training required for the tions, stating age, qualifications, nationality and 
Final Fellowship cxamination Applications, with experience, to be addressed to the Hospital Sec. 


postgraduate 


The post is recogn zed for the F.R.CS. ecxamina- 
tion and is normally tenable tor twelve months coey testimonials, to Group Secretary, Royal Salop (Pr.7658) 
Applications to os “tary nfirmary, Shrewsbury 
Applications to the Deputy Hospita Secretary PORTSMOUTH GROUP HOSPITAL 
—-— MANAGEMENT COMMITTEE 
CAERNARVON AND ANGLESEY HOSPITAL SOUTHAMPTON, ROYAL SOUTH HANTS 
MANAGE MENT COMMITTI HOSPITAL (278 beds) Royal Portsmouth Hospital 
ai Orthopacdic Department (104 beds) 
Applications are invited for the following CASUALTY OFFICER /SENIOR HOUSE - 
appointment OFFICER (Orthopaedic) HOUSE OFFICER (Pre-registration) 
SENIOR HOUSE OFFICER (Non-resident) Required for the above hospital (Orthopacdic Vacant January 16 Applications, stating age, 
Required for the Group Duties mainly ortho- Unit 74 beds) in February This hospital is the experience and qualifications, together with names 
pacdic at the Caernarvon and Anglesey General centre to which all trauma from a large industrial of two referees. should be forwarded as soon as 
Hospital, Bangor, also at Eryri Hospital. Cacrnar- town and port is directed. thus providing excellent possible to L. C. Rogers, 35, Grove Road South, 
Southsea (Pr 6459) 


experience in the treatment of traumatic condi 


a \pplications, with copies of testimonials, | ROYAL SOUTH HANTS HOSPITAL (278 beds) 


von. and in peripheral hospitals The post offers 


excelicnt experienc in orthopacdic and traumatic 
surgery Salary £745 per annum A pplicathons to be submitted as soon as possible to the Scere 
stating age. experience and nationality. together tary, Southampton Group Hosp tal Management 
with the names and addresses of two referees. to Committee, Bullar Street, Southampton (7651) Re Sa HOUSE SURGEON 
c sent immediately t the Group Sccretary, Plas - equirc on recognized for pre-registration 
Ffriddocdd Road B ‘ CENTRAL MIDDLESEX HOSPITAL! service and tenable tor six months The hospital 
wye riddocdd a angor > Park Royal, N.W.10 .» the centre to which all trauma from a large 
DONCASTER HOSPITAL MANAGEMENT industrial town and port is directed, thus providing 
COMMITTEE RESIDENT HOt SE OFFICER excellent expericnce im the treatment of traumatic 
Required in Orthopaedic and Traumatic Depart md itions Panhents with orthopacdic conditions 
Doncaster Roval Infirmary ment Vacant February 22. 1956 Pre-registration are a drawn trom a wide arca Applications 
an appointment Applications, with copics of two with copies of testimonials, should be sent as soon 
Applications are invited for the post of testimonials, to Medical Director by January 21 as poss ble to the Group Secretary, Southampton : 
SENIOR HOUSE OFFICER (Pr.7674) Group Hospital Management Committe Bullar 
in the Orthopaedic Department BARNET GENERAL HOSPITAL 
Vacamt end January Applications to the Secre Wellhouse Lune, Barnet, Herts TILBURY AND SOUTH-EAST ESSEX HOSPITAL 
tary to the Committee at the Doncaster Royal In- a MANAGEMENT COMMITTEE 
firmary Applications invi from pre-registration candi 
PRINCESS ELIZABETH ORTHO | “ates for the post of St. Andrew's Hospital, Billericay 
PAEDIC HOSPITAL (150 beds with Annexe) RESIDENT HOUSE SURGEON 
Wonford Road in the Department of Orthopaedic Surgery Applicatic arc vited for the post of 
mans Applications, stating age, qualifications, etc to RESIDENT. “ORTHOPAEDIC HOUSE SURGEON 
Exeter and Mid-Devon Hospitals Management wether with copies of two recent testimonials, at the above hospital. The post is recognized 
Comaittee should be sent to the Hospital Secretary. (Pr.6020) under the Medica) Act for pre-registration purposes 
and suitable candidates are invited to apply. The 


BATH HOSPITAL MANAGEMENT COMMITTEE post, which is vacant immediately. is recognized 


Applications are invited for the post of > 
: _ for the F.R CS. and is for six months in the first 
RESIDENT SENIOR HOUSE OFFICER Applications are invited from medical practitioners ag | 
for ptriod of one-vear Vacancy end of March instance Applicaton together wit copies ol 
for the post of three recent testimonials, should be forwarded to 
Recognized for F.R.C.'S. The appointment, though HOUSE SURGEON (Orth dic and Tr tie) 
mostly at the Princess Elizabeth Orthopaedic Hos- at St. Martin's Hospital. which will be vacant Cheek, Manet Pr 7142) 
pital, is associated with the fracture service of the approximately February 17, 1956 Post offers nindan —— ae 
Royal Devon and Exeter gy — = opportunity not only in traumatic sureery but in 
well balanced cxpernence Salary + 45 itley ld orthonacdics and surger f arthrit A - 
Council terms and conditions of service Applica PAEDIATRICS 
tions, Stating age, qualifications (with dates, etc.) with two testimonials, should be forwarded to the ee eee 
ind names of three referees, should reach the Hos- Group Secretary, Manor Hospital, Combe Park SOLTH WARWICKSHIRE GROUP AND 
pital Secretary by end of January (7604) Bath. by January 21, 1956 Post is recognized COLESHILL HALL HOSPITAL 
or F rgulations and for pre-registration - 
IPSWICH AND EAST SUFFOLK HOSPITAL under F.R.C-S. regu 
Anglesea Road Wing (356 beds) DUFposes (Pr.7524) | WHOLE-TIME CONSULTANT PAEDIATRICIAN 
Applications are invited tor the post of BRADFORD ROYAL INFIRMARY Tenable for 15 to 16 months from April 16, 1956, 
SENIOR HOUSE SURGEON — whilst Consultant Paediatrician seconded to colonial 
to the Fracture and Orthopaedic Department = SE — ay a ~ oom appointment. Duties mainly at Warwick Hospital, 
vacant on February 1, 1956 The post graded ccognized for s other hospitals in Group, and Coleshill Hall Hoe 
Senior House Officer and is recognized for the Recognized tor pre-remstration purposes. Applica pital (Mental Deficiency) Higher qualifications / 
FRCS. examinations The department has two trons Becestgge ase. nationality —s gy wide experience specialty required Fifteen copies 
Consultants. about sixty beds and a large out experience. with copy testimonials, to the pepe application. naming three referees. to Secretary, 
patient attendance : it offers wide experience. Ap- - R.H.B., 10, Augustus Road, Birmingham, 15, before 
plications, stating age. nationality and ———- BRAINTREE, ESSEX, BL — NOTLEY January 30. Candidates may v sit hospitals, (7525) 
es ecemt testimonials. to the 
Gee MANCHESTER REGIONAL HOSPITAL BOARD 
- cations invited for post of 
PETERBOROUGH AND STAMFORD HOSPITAL Applicatio Salford Hospital Management Committee 
MANAGEMENT COMMITTEE = Royal Manchester Children’s Hosp tal, Pendlebury, 
ond d « - ati 
The Memorial Hospital, Peterborough for six months. Recognized for F.R.C.S. Appli- wear Manchester 
ations te als, to Group 
1 acdic) cations, with copies of three testimonia YICAL REGIST 
SENIOR HOUSE OFFICER (Orthopedic) Secretary, Colchester HM.C, 14, Pope's Lane. appiication REGISTRAR 
now. Exceptional experience offered in busy de Cotchester, Essex Me. Officer (Registrar grade), vacant March 19 1956 
partment. Apply to the Secretary, Memorial Hos pew ny SURREY. ST. PETER’S HOSPITAL Previous experience in pacdiatrics cssential and 
preference given to candidates with M R.C P The 


pital, Peterborough (7605) Late Botley’s Park War (430 beds) 
- - hospital is the chicf teaching unit of the University 

— ORTHOPAEDIC ‘HOUSE SURGEON Department of Child Health. Applications to 
¢ required from February 1, 1956. S.H.O. or H.O Group Secretary, Salford Royal Hospital, Chapel 
Post recognized for F.R.C.S. and Street, Salford, 3, not later than January 28 (7692) 


Applications are invited for the post of (Intern) grade 
SENIOR HOUSE OFFICER pre-registration service Preference given to pro- 
to the Orthopaedic Department visionally registered candidates Salary in accord- 
Applications, giving full details rerarding age ance with terms and conditions of National Health IMPORTANT : All intending applicants 


Service. Applications, together with names and should read the revised NOTICE at the 


nationality, qualifications and experience together 
with copies of two recent references, to be ad- addresses of referees. to be sent to the Physician 
dressed to the Hospital Secretary. Royal Cornwall! Superintendent, St. Peter's Hospital, as soon as top of page 30 
Infirmary, Truro possible (Pr.6762 
: i lin 
Branches at : Birmingham, Bristol, Cardiff, Dublin, 


h, Glasgow, 
Manchester, Newcastie 


INSURANCE AGENCY LTD. 


Hon Secretory 

USE, TAVISTOCK s@., LOND 

Telephone Euston n 6031 (7 lines) 


RPLUS TO MEDICAL AND DENTAL CH 


MEDICAL 


Chairmen 


cial rebates 
unbiased advice 


ARITIES 
independent» 


ALL SU 
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= INSURANCE 
LIFE, PENSION. SICKNESS, moTOR, 
| 


Paediatrics—contd. 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Nottingham Children’s Hospital (16 beds) 


WHOLE-TIME RESIDENT SURGICAL 
REGISTRAR 


req Duties w ’ je work t Casua 

Dep Ans 1 f one year in first 
sta Apply t Secreta Sheff 
Roard, Old Fulwood Road, Shefficld by 
Jan 23. 1956. giving a nationality, qualifica 
t mt ind prey fwith 
fat nam neg the ferce sw) 


tHE UNITED BIRMINGHAM HOSPITALS 


The Children’s Hospital 


ations ar invited for the appointment f 
SURGICAL REGISTRAR 
non-resident, in the erad Rewistrar, vacant 
March 28, 1956 Preference will be given to candi 
fat holding a higher qualification Residence in 
th hospital w b required when th Resident 
Surexal Officer is absent Forms of application 
may be obtained from the House Governor, Th 
Hospital, Ladywood Road, Birmingham 
16. and should be returned not later than Jan 
Roard of Governors (7363) 
THE UNTIED CARDIFF HOSPITALS 

Applications are invited for the appointment of 

REGISTRAR 
in the Department of Child Health 

at the Cardiff Roval Infirmary The appointment 
which fs non-resident mmences on March | Ap- 
mMicahon forms can tx btained from the Secretary 
1 United Cardiff Hospitals, Cardiff Royal Infirm 
a Newport Road, Cardiff 71S) 

THE UNITED SHEFFIELD HOSPITALS 

Jessop Hospital for Women 

invited for the 

RESIDENT POST OF REGISTRAR of SENIOR 


HOUSE OFFICER in the Paediatric Department 
of the abov hospital Post vacant February 1 
19° Grade a rding to qualifications and ex 
non The post is associated with the Depart- 
t of Ctild Health in the University of Sheffield 
t ts possible that there may be an interchange 
the Registrar at the Children’s Hospital The 
suceessful cand date may be required to attend one 
t-patient session per week at the Children’s Hos- 
pila Applications, together with the names of 
three referees, should be sent immediately to the 
t) Administrative Officer, The United Shefficid 
H tals, Royal Hospital, West Street, Shefficid. 1 
(7407) 

BLACKPOOL AND FYLDE HOSPITAL 

MANAGEMENT COMMITTEE 

SENIOR HOUSE OFFICER (Paediatrics) 
This mbined post offers experience at the Vic- 
toria Hospital (348 beds) with a W-bedded children’s 
ward and at the Devonshire Road Hospital (128 
heds) with infectious diseases and E.N.T patients 
Approval recentiy given to increase in number of 
consultant pecdiatrician sessions with view to de 
vclopment of ps atric service Post available 
from April 1 Applications, stating age, qualifica 
tions and ecxper'en toecther with the names and 
addresses of two referees, should be sent to the 

Group Secretary, Victoria Hospital, Blackpool 
(7493) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
St. David's Hospital, Bangor (Specialist Hospital 
for omen and Children) 
Applications are invited for the nost of 
RESIDENT PAEDIATRIC OFFICER 
(Senior House Officer gerade) 


Preference will be aiven to candidates with previous 
experience in neonatal and premature infant care 
The pacdiatric unit is recognized tor the DCH 
Salary according w scale Applications, stating 

. qualifications and expericnce. together with 
th ywmes and addresses f tw referees. should 
b forwarded within ten days of the appearance 

ths advertisement to the Group Secretary. Plas 
Gwyn. Ffriddoedd Road. Bangor (7690) 
MEMORIAL HOSPITAL 
Shooters Hill, Woolwich, 5.6.18 
PAEDIATRIC HOt USE PHY SICIAN 
(Recognized for D.C.H.) 

Vacant end of February Not pre-registration 
The post entails routine ward and out-patient work 
ac well as experience with neonates and includes 
ecneral and casualty duties Apply to Group Sec 
retary, Memorial Hospital, Woolwich, E.18. (7365) 


PARNBOROUGH HOSPITAL, Kent (800 beds) 
PAFDIATRIC HOt SE PHYSICIAN 
Reouired for six months from March |! Recoe- 
nived ‘DCH Apply. stating age. marital state 
a ifications (with dates) and experience. and 
mune three referees, to the Administrative Officer 
28. quoting reterene PHP (86 


br January 
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(A) GROLP HOSPITAL MANAGEMENI 
COMMITTEE 


HLULI 
Victoria Hospital for Sck Children, Park Sireet, 
Hull 


Two SE SURGEONS 
r the above hospita one 
n February 8. 1956. Be 

and both are recor 

Salarics acco 
with testim 


on January 
th posts ar 
nzed tor 
rding tw 
mials. 
(7048) 


Send 
spital Secretary 


PORTSMOLTH GROUP HOS 
MANAGEMENT COMMIT 


the H 


TAL 


Saint Mary's Hospital (53 Paediatric beds) 


HOUSE PHYSICIAN 


rec 


Vacant February 15 Applications, stating 
xpervence and qualifications. together with names 
t two referees, should be forwarded as soon as 
possible to L. C. Rogers, 35, Grove Road South 
Southsea (7206 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 
are invited from registered medica 

male or femaic. for the post of 
HOUSE PHYSICIAN 

in the Neonatal Unit of Saint Mary's 
(attached to the University Department 
Heaith) for a period of six months 
March 24 1956 Previous hospital experience 
essential and pacdiatric experience desirable. Duties 
include the care of the newborn in the matern ty 
department. the care of iniants in the intants 
ward and work in the clinics under the charee of 
the Department of Child Health Salary in accord 
ance with national scales Applicat stating 
qualificatn and experience. togcther with the 
names of three referees, should be sem to the 
undersigned not later than January 2°. 1956 
A R. Wise. General Superintendent, Saint Mary's 
Hosp a's. Whitworth Park. Manchester. 1% ¢ 


DEPART 
Princess Loute for Children, 
St. Quintin Avenue, Londen, 10 


Applications 
practitioners 


Hospita’s 


ot Child 
vacant on 


ns 


“ARH 


HOUSE OFFICERS (two) 
Required (second ofr third post) 

tion candidates cons'dered. Vacant March 1. 1956 
as follows (a) Mainly medical. (b) E.N.T. and 
Casualty. Recognized for the Applications 
with names of two referees. to undersigned not 
later than January 28. 1956.—A. C. Young, Sec 
(Pr.7606) 


ROVAL MANCHESTER CHILDREN’S 
HOSPITAL 


Pre-registra- 


HOUSE SICTAN (Professorial Un't. University 

epartment of Child Health) 
nvited resident appoint 
Officer status, vacant February 1! 
appointment is for a period of six 
men tO pre-registration graduates 
wpital Secretary not later than 
(Pr 769%) 


Applications 
ment. House 
19%6 The 
months and is 
Applications Hk 
January 24, 1956 


PATHOLOGY 
THE BOARD OF GOVERNORS, THE 
HAMMERSMITH. WEST LONDON AND 
ST. MARK’S HOSPITALS 


PART-TIME CONSULTANT PATHOLOGIST 


required at St. Mark's Hospital, City Road, E.C.1 
(which specializes in discases of the rectum and 
olon). for nine sessions per week. Experience in 
all branches of hospital pathology desirabic Post 
vacant July 25, 1956 Applications, giving parti- 
culars of age. qualifications and experience. to- 
gether with names of three referees. to reach 
Secretary. The Board of Governors, The Hammer- 
smith West London and St. Mark's Hospitals 
Du Cane Road. London, W.12_ by February 25 

(7334) 


MANCHESTER REGIONAL HOSPITAL BOARD 


REGISTR AR in Pathology 


to the Bolton and District Group of Hospitals. with 


main duties in the Group Laboratories at the Bolton 
Royal Infirmary and the Bolton District General 
Hospital Recognized for the Dip. Path Appli- 
cations. with the names of two referees, should be 
semt immediately to Group Sccretary, Bolton and 
District Hospital Management Committee The 
Royal Infirmary. Bolton (7528) 


NORTH MASCHESTER HOSPITAL 
MAN AGEMENT COMMITTEE 


Applications are invited for the post of 


REGISTRAR 
in the Department of Pathology The department 
serves four general hospitals and offers excelicnt 
facilities in all branches of pathology The post 
is recognized for the Diploma in Pathology Ap- 
plications, with full details and two referees, by 
January 23, 1956. to Group Secretary, Crumpsall 
Hospital, Manchester, 8 (7473) 


Jan. 14, 1956 


SOL THEND.ON-SEA GROUP OF HOSPITALS 
Southend-on-Sea, Essex 


REGISTRAR IN PATHOLOGY 
(Resident or Non-resident) 
mainly at Rochford General Hospita 
mnized for Diploma in Pathology Ap- 
pomtment subject to review after one year Appl 
n forms from Secretary, N.E. Metropo 
nal Hospital Board, Ila. Portland Place 


retur by January 2S 


STAFFORD GROLP 


Duties 
Post rec 


au 
Rew 
tu be 


REGISTRAR PATHOLOGY 
Duties mainly at Staffordshire General Infirmary 
(175 beds) Expericnce specialty /higher qualifica 
tion desirabk Application forms from Group 
Secretary, 13, Foregzate Street. Stafford. to be re- 
turned before January 30, 1956 Candidates may 
visit hospital 


THE UNITED SHEFFIELD 


NON-RESIDENT REGISTRAR of SENIOR 
HOUSE OFFICER in Clinical P. 


Required Grade according to qualifications and 
experience Post vacant April 1, 1956. Applica 
tions, with the names of three referees, to be sent 
immediately tg the Chict Administrative Officer 
The United Shefficld Hospitals, West Street, Shel- 


field. 1 


GROUP LABORATORIES OF GREENWICH 
AND DEFTFORD AND SEAMEN'S GROUPS 


PATHOLOGICAL SENIOR HOUSE OFFICER 

Vacancy March Px recognized for D_Path 
of Conjoint Board App'ications, stating age. quali- 
fications and experience, with names of two referecs 
on or before February |. to Group Secretary, 
men’s H Greenwich, S.E.10., 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHO! OGIsST 

(Senior House Officer crade) 
Required in Area Laboratory with attendance at 
Branch Laboratory, Driffield. Offers experience al 


branches of pathology Salary £745 Detailed ap- 
plications to Group Secretary (7474) 
BIRMINGHAM, 


18, DUDLEY ROAD HOSPITAL 
(780 beds) 


SENIOR HOUSE OFFICER 


in Pathological Department (resident or non-resi- 
dent). Previous house appointments essential, Must 
be available about February 13. 19%6 Detailed 
applications, with copies of two recent testimonials 
to Secretary 7447 
ENFIELD GROUP HOSPITAL MANAGEMENE 
COMMITTEE 
Chase Farm Hospital, Enfield. Middlesex 
Applications are invited for the post of 
RESIDENT PATHOLOGIST 


(Senior House Officer Grade) 


for duties in the Arca Laboratory and at other 


Hospitals in the Group. The Area Laboratory, is 
recognized for the Diploma of Pathology of the 
Royal Colicge of Physicians and Surgeons. Further 
information can be obtained from the Senior Path 

logist. Appointment tenable for one year. Appli 
cations, with the names of two referces, to th 
Group Secretary, immediately 73) 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 
Crumpsall Hospi'a', Manchester, 8 
Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer crade) 


Tenable for one year and presents opportunities 
for gaining experience in all branches of clinica 
patholory Previous experience in pathology no 
essential. Applications and names of two referees 
by January 23. 1956. to Group Secretary, ome 
sall Hospital. Manchester, 8 7475) 
UNITED BRISTOL HOSPITALS 


Applications are invited for two posts of 
JUNIOR CLINICAL PATHOLOGISTS 
(Senior House Officer grade) 

The appointments will be tenable for a period of 
one year from March 1, 1956, and the candidates 
appointed will be required to reside in the Royal 
Infirmary for a portion of this period, normally six 
months The appornmtments will be in the Infirmary 
Branch, but work will include some daties in con- 
nexion with the Blood Transfusion Service in the 
United Bristol Hospitals. Previous experience in 
pathology not exsential. a full course of training 
will be provided. Salary will be at the rate of 
£745 per annum. with a deduction at the rate of 
£125 per annum for the portion of the appoint 
ments spent in residence. Applications. stating age 
qualifications and experience. together with the 
two referees, should be sent, by January 

. 1956. to the Secretary to the Board, Roya 
Infirmary Branch. Bristol, 2 (7562> 


14, 1956 
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PHYSICAL 


MEDICINE 


ST. MARY'S HOSPITAL, 


Paddington, W.2 


Applications are invited from suitably qualified 
practitioners for the post of 

PARI-TIME CLINICAL ASSISTANT 

to the Department of Physical Medicine 


for four notional half-days per week, graded Regis- 


trar. The appointment is tor a first period of six 
months as from a date to be arrange Applica 
uons, Stating nationality, date of birth. permanent 
address, qualifications (with dates), details and 
National Health Service gradings of previous and 
present appointments, together with the names and 
addresses of three referees, should reach Alan 
Powditch, House Governor. by January 24 (7371) 


THE MIDDLESEX HOSPITAL, W.l 
Applications invited for post of 
SENIOR HOUSE OFFICER in the Department of 
Physical Medicine and Rheumatism 


vacant Aprii | Forms of application btainable 
from Deputy Superintendent, should be returned 
naming two referees, by January 31 (7671) 


PLASTIC SURGERY 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Bridge General Hospital, Shotiey 
Consett, Co. Durham 


SENIOR HOUSE OFFICER (Plastic Unit) 

Applications are invited for the above resident 
oost, which is tenable for twelve months in the 
tirst instance. Salary is £745 per annum, jess £150 
for residential accommodation Applications, to- 
wether with testimonials, to the Group Sec. (7637) 


TL ee WELLS GROUP HOSPITAL 
ANAGEMENT COMMITTEE 


o Victoria Hospital, Fast Grinstead 
Plastic Surgery and Jaw Injuries Unit 
RESIDENT HOL SE OFFICER 

Required March 1, 1956 Appointment for six 
months, offering considerable opportunity to gain 
experience in plastic surgcry and jaw injuries work 
Apply. stating age and the names of three referees 
10 Hospital Sccretary (738s) 


Shotley Bridge. 


PSYCHIATRY 
BROADMOOR INSTITUTION, Crowthorne, 


Rerks (920 beds) for persons of unsound mind of 
criminal iendencics 


WHOLE-TIME CONSULTANT 


Wide experience in psychiatry and the 
involve attendance at 


DPM 


necessary Duties may 

patient clinics House available Applications 
naming three referces. to Medical Superintendent 
by January 28. 1956. Candidates may v.sit Institu 
tion by appointment (7388 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


CONSULTANT PSYCHIATRIST AND DEPUTY 
MEDICAL SUPERINTENDENT (Whole-time) 
Little Plumstead Mental Deficiency Group of Hos- 
pitals The Group (1.000 beds) maintains a large 
~ut-patient service in relation to mental deficiency 
and child guidance Applicants must have D.P.M 
and comprehensive experience of operation of M.D 
Acts and Regulations House availat Applica 
tions (eight copes), stating age, experience, and 
names of three referees, to Secretary of Board, 11 


Chesterton Road, Cambridge, by January 30, 1956 
Candidates invited to visit hospitals by d rect 
arraneement with Medical Superintendent (7526) 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
and SUPERINTENDENT 
Whote- 
Consultant Grad Thre Countics Hospital 
beds). Duties wil nclude 


Ariesey. Beds (1,2 
out-patient clinics - the Luton and Dunstable Hos 


pital and consultative visite to other hospitals in 
the Luton and Hitchin Group. Residence provided 
Hospital may 


for which rent will be charged 
visited by direct appointment 
obtainable from. and returnable to 


Application forms 
Secretary 


North-West Metropolitan Regional Hospital Board 
20, 19%6 


(7748) 


ila, Portland Place, W.1, by February 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Requires part-time 

: CONSULTANT PSYCHIATRIST 

(S h.d.p.w.) at the Casse! Hospital for Functional 
Nervous Disorders, Richmond, Surrey. Candidates 
should possess the D.P.M. and a higher medical 
Qualification. Special experience in psychotherapy 
and psycho-analysis is essential Applications (five 
copies), giving date of birth, qualifications, experi 
ence, three referees, to Secretary (S.1), S.W. Met 
R.H.B., lla, Portland Place, W.1, by February 11 
1956 Applicants may visit hospital by local 
irrangement (7494) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Requires whole-time 
CONSULTANT PSYCHIATRIST 
at Herrison Hospital, Dorchester, Dorset. Cand 
dates should possess D.P.M. and a higher medical 
qualification, and shou'd have had wide exper.cnce 
in both in-patient and out-patient work in psy- 
chiatry Applications (five copies), giving date of 
birth, qual‘fications, experience, three referees, to 
Secretary (S.1), S.W. Met. R.HB., Ila, Portland 
Piace,. W.1. by February 11. 1956 Applicants may 
visit hospital by local arrangement (7552) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Rainhill Hospital 


Applications are invited for the post of 
WHOLE-TIME ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer) 
with duties at the above hospital. Applicants 
should possess the D.P.M., and have reasonable 
experience in psychiatry. including practical know- 
The duties will include 


ledge of out-patient work 

attendance at out-patiem clinics outside the hos- 
pital Married of single accommodation is avail- 
able if required, at an appropriate charee. Forms 
of application trom, and to be returned to, Dr. T. 
Liovd Hughes, Sen or Administrative Medica! Officer 
Liverpool! Regional Hospital Board, 19, James 
Street, Liverpool, 2, to be received not later than 
February 4, 1956.—Vincent Collinge, Secretary to 
the Board 666) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Springfield Hospital Management Committee 


REGISTRARS 
Two required. The hospital is a large one and 
offers excelient experience in diagnosis and treat 


ment of all forms of mental d'sorder. including the 


neuroses Every variety of modern treatment i 
carried out in a well-equipped treatment centre 
Single accommodation ava'lablk Candidat may 
visit the hospital by arranecment Apply to Group 
Secretary, Springficld Hospital. Tooting, S.W 
for application forms. which should be returned 
duly completed on or before January 28 ("644) 


THE MIDDLESEX HOSPITAL, W.! 


Applications invited for post of 
SENTOR REGISTRAR 
to Psychiatric Department 


at the Middlesex Hospital Application forms 
tainable from Deputy Superintendent, shouk! b 
returned, naming two referces, by January 31 


672) 


FASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Psychiatric Unit, Maryficld General Hospital and 
Dundee Royal Mental Hospital 
Applications are invited for the post of 
REGISTRAR 
These active units (including a new E.E.G. Depart- 
ment) and their associated out-patient department 
are principally concerned with the treatment of 
neuroses and early psychoses and provide a com 
prehensive training in psychiatry Candidates. in 
addition to psychiatric experience, must possess up 
to date knowledge of internal medicine Salary 
and conditions of service in accordance with national 
agreement. Further particulars and forms of an- 
plication from the Secretary of the Board, 430 
Blackness Road. Dundee. with whom applications 
must be lodged not later than January 21 (7298) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SENIOR REGISTRAR in Psychiatry 


Leavesden Hospital (2.378 beds) for mental de- 
fectives). Higher qualification in psychiatry desir 
able Hospital may be visited by direct appoint- 
ment with Physician Superintendent Marricd 
quarters availabic Application forms ob ainable 
from, and returnable to, Group Secretary, Leaves- 
den Hospital Management Committee, Leavesden, 
Abbots Langley, Watford, Herts. by Feb. 9, 1956. 

(7725) 


OXFORD REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR (Whole-time) in Psychiatry 
to hospitals in the Berkshire Mental Group. Ap- 
proximately seven sessions will be concerned with 
mental deficiency and child guidance based on Boro- 
court Hospital and four sessions with adult psychia- 
try based on Fair Mile Hospital Candidates must 
hold the D.P.M. of equivalent Marricd accom 
modation availabic Applications, on forms ob- 
tainable from the Secretary, Oxford Regional Hos- 
pital Board, 43, Banbury Road, Oxford, should 
reach him by February § (7527) 


PORTSMOUTH, ST. JAMES HOSPITAL FOR 
MENTAL AND NERVOUS DISEASES (Group 4% 
Department of Child Psychiatry 


South-West Metropolitan Regional Hospital Roard 


ications are invited for the appointment of a 
SENTOR PSYCHIATRIC REGISTRAR 

who will be required to undertake work in other 
departments of the hospital but whose main duties 
will be in the above department The hospital 
offers exceilent experience in the diagnosis and 
treatment of all forms of mental iliness, including 
cases of delinquency, and there is a separate neuro- 
logy department. Candidates must possess the 
D.P.M. and may visit the hospital by appointment 
with the Physician Superintendent A furnished 
flat is availabie in the hospital. Application forms 
may be obtained from the Group Sccrctary. Five 
copies of the form, duly completed, should be re- 
turned to him within three weeks of the publication 
of this advertisement 759%) 


PORTSMOUTH, ST. JAMES HOSPITAL FOR 
MENTAL AND NERVOU ad DISEASES (Group 49%) 


I Hospital Board 


App 


South-West 
Anniications are invited for the appointment of 
me 


PSYCHIATRIC REGISTRAR 

The hospital is approved as a psychiatric teaching 
hospital and offers excellent experience in the treat- 
ment of the neuroses, psycho-neuroses, the mal- 
adjusted child and the problem of delinquency. The 
neurological department of the hospital is also 
recognized by the examining bodies and arrange- 
ments are made to cnable junior medical staff to 
tulfil the DPM. regu'ations regarding mental de- 

Ministry of Health terms and conditions 
Intending candidates may visit the hospital 
yntment with the Physician Superintendent 
forms may be obtaired from the Group 
Secretary Five conies of the form, duly comp'cted 
should be returred to him within three weeks of 
the publication of this advertisement 7892) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


by apm 
Application 


Fountain Group Hospital Management Committee 


SENIOR PSYCHIATRIC REGISTRAR 

Required for duty in the above Group, which 
comprises some 800 beds for mental deficiency 
mainiy for children There is an out-patient de- 
partment and a considerable amount of teaching 
and research is done Possession of D.P.M., pre- 
ferably with a higher medical qualification. i¢ desir- 
able Experience of children’s discases is an ad- 
vantage. Canvassing will disqualify, but applicants 
may visit the Hospital. Application forms and 
further details from Secretary, Fountain Hospital 
Tooting Grove, London, $S.W.17. Completed appli 
cation forms should reach the Secretary by 4 
. 1956 26) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 30 


THE MEDICAL 


Unlimited Indemnity 


OVERSEAS INDEMNITY 


PROTECTION SOCIETY 


SUBSCRIPTION: £I for first three years for newly qualified entrants, £2 for members of more than three years’ standing 


ENTRANCE FEE, 10 - (Remitted to those joining within 12 months of Registration) 
FOR AN ADDITIONAL SUBSCRIPTION 


Full Particulars from the Secretary, Dr. Alistair French, Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 484! 


Assets exceed £140,000 
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Psy chiatry —contd. 
SOLTH- WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 

Holloway Sanatorium, Virginia Water, Serres 

Applications ar invited th wh tir 
appointments { 

PSYCHIATRIC REGISTRARS (2) 

Full facie vailable for training One un 
furnished flat ailab for marricd an Ap 
plica n forms ar taina G 
\ tar and should t ret ved within fourteen 
fay f the dat { this adv ment Inspection 
the “la ‘ nvited t arrangement 
with th Phy in Supermtendent $33) 


GLASGOW ROVAL MENTAL HOSPITAL 


tor the post 


MEDICAL OFFICER 


invited 


JUNIOR HOSPITAL 


af 


GROLP 


HOSPITAL 
ppoin'ment 


Applications 
MEDICAL 


RESIDENT 


are invited tor the ar 
JLNIOR HOSPITAL 
OFFICE 
ma pretcrably with som 
ae qualify 
with ames tw ret 
the Medica Su 
nt Inst hon 
SHEFFIELD NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE 


knowledge 
tul 


ma 
of menta with 


me toacth 


Star 


Middltewood Hospital, Sheffield, 6 (2.000 beds) 


App ation nve ma femal 
Wicers tor th ntment 

JUNIOR HOSPITAL MEDICAL OFFICER or 

SENIOR HOUSE OFFICER 

at Midd ew 1 Menta! H I quart 
officer T he are & J ta t for postgraduat 
study f D PM. and th f aboration with 
he # al hospita tuated in th ary grounds 
ix shor oth departmen 

act wit uy and add « “ ret 
hould 1 immediately to the Med 
Sup ! 
RADIOLOGY 

BROMPTON HOSPITAL, 

The Roard of Govern mvit applications for 
the appomtment of 

CONSULTANT RADIOLOGIST (Diagnostic) 
tenat nm the first imstan at Brompton Hospital 
Applicants must hold a Diploma in Diagnost 
Radi The duties th attendances 
weekly a d as tw n a! ha fa Appli 
cations (twelve wes), stating dat birth, quali 
fications and exper cn in sith the names of 
three ref shou'd ach th ndersiened not 
later than February 4 Kenneth FEF. Miles 
House G (7469 

UNTTED BRISTOL HOSPITALS 

(Jotat appotatment with the South Western Regional 


Hospital Boot) 


SENIOR REGISTRAR in Radiology (Diagnostic) 


successful ‘Tale ant w b nied to 
work nm th first mstance for we year nm the 
United Brist Hospitals. the Teaching Hospita 
for Brist University Applicants must possess 
» Qualification in radiwlogy Applications giving 
the name f two referees hould be sent not later 
than January 1956. to Brist va 
Infirmary. Bristol, 2 (7609 


UNTTED MANCHESTER HOSPITALS 
Manchester Royal tafirmary, Manchester, 13 


REGISTRAR to the Department of Diagnostic 


Radio’ og, 

To commence as soon a sei W hole-time 
non-resident appomtment tor tweive months. renew 
able ants must possess the D.M.R D. or its 

quivalecnt App ation to be made on form ob 
tainable from the undersigned and to be returned 
mot later than January 25. 1956.—G Taylor 
Secretary 7410 


NORTHWOOD, MIDDLESEX, MOUNT 
VERNON HOSPITAL 

are invited for the 

HOUSE SURGEON 

to the Radio herapy and E.N.T. Departments 


post of 


Applications 


post is recognized as pre-registration appoint 
ment Applications accompamed byw tw testi 
monials, should be forwarded to the Resident Med 
cal Officer, Mount Vernon Hospital, Northwood 
byw January 18, 1956 (Pr.7 00) 


BRITISH MEDICAL JOURNAL 


RADIOTHERAPY 
KING'S COLLEGE HOSPITAL 


Dens Hill, London, 5.E.5 
Aoplications are invited for the post part-time 
CONSULTANT in Radiotherapy 
for three session sr week. tenable from April ! 
1956 Applications (12 copies). giving details of 
age qualification und) cxpericn and with the 
name f thre referees, should be sent to the 
ndersianed not ‘at than February 4. 1956 
S W. Barnes. House Governor (7401) 
ST. THOMAS’ HOSPITAL, London, 5.5.1 
PHYSICIAN to the Radiotherapy Department 
Consultant status with membership of the Medi 
Comautt W hole-tume Applications 
Tal) naming thr referees, to the Clerk of the 
Governors by February 4, 1956 qa) 


SOL TH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are Invited for the appointment of 
REGISTRAR in Radic 
at the Royal Infirmary and the General 
Hospital, Edinburgh Applications, giving particu 
ars of age. qualifications and previous experience 
together with the names of two referees, should 
be submitted to the Secretary, South-Fastern Re 
Hospital Board. 11. Drumsheugh Gardens 
Edinburgh, by bruar 4. 1956 (7611) 


HAMMERSMITH HOSPITAL AND POST- 
GRADUATE MEDICAL SCHOOL 
Du Cane Road, Loadon, W.12 


HOUSE SURGEON (Radiotheraps) 


Required March | Age qua'ifications. experi 
ence, copies two recent testimonials. to Sccretary 
Roard of Governors. by January 2% (7675S) 


RHEUMATOLOGY 
THE UNITED SHEFFIELD HOSPITALS 


SHEFFIELD REGIONAL HOSPITAL BOARD 
REGISTRAR 

Required at the Sheffield Centre for the Investi 
gation and Treatment of Rheumatic Discases. Duties 
to includ linical arch Applications, with th 
names f three reter should be sent not late 
than January 3, 1956 to the Chief Administrativ 
Officer. The United Sheffield Hospitals, West Strect 
Sheffield 1 (7408 


AYLESBURY, BUCKS, STOKE MANDEVILLE 
HOSPITAL 


SENIOR HOUSE OFFICER 


with add 


n the Rheumatism Rescarch Centre 

tional duties in the Area Department of Medicin 
Applications wth names of two referees, to the 
Administrative Officer (5196) 


SURGERY 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR (Resident) 
Highlands Genera Hospita 
N.21. SO surgical beds, new ou 
and X-ray departments Applica 
th’s post to be recognized 
FRCS Hospital may 
direct appointment Applicat 

obtainable from. and returnable to. Secre 
Northern Group Hospital Management Com 
Northern Hospital, Holloway, N.7 


1956 


MARA’S HOSPITAL 
Road, London, 


SURGICAL 
at 
Winchmore Hill 
patient, casualty 
been made for 
Final of th 


tary 
mitte R 


by January 


24 


st. 
City 


Semor Registrars who 
ne, or from Registrars 
appointments, for twe 


from 
train 
thei 


Applications invited 
have completed their 
who have compicted 
posts of 

RESIDENT SURGICAL OFFICER 
Part of time non-resident by arrangement 
at the ra’ f of £965 respective’y 
pointment tenable for months from 
wth possibility further extension six 
qualifications, expericnce. names two referees, to 
Secretary, Board of Governors, The Hammersmith 
and St. Mark's Hospitals, Du Canc 
Road. London. W.12, by January 31 (7645 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


Salary 


six 


SURGICAL REGISTRAR (Resident) 
Tilbury and Riverside General Hospital, 

Titbury Branch, Titbury, Exwex 
surgical unit and Out-patient Department 
mnized for 

SURGICAL REGISTRAR 

(Non-resident to reside near Hospital) 
Whipps Cross Hospital, Leytonstone, F.11 

Ss 


Busy 
Post rec 


Post recognized for 

Appoimtments subject to review after one vear 
Application forms. from Secretary, Ila. Portland 
Place. W.1, to be returned by January 28. (7749) 


| 
| 


Jan. 14, 1956 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF REGISTRAR 
Applications invited for a whole-time post 
hospitals 


Registrar in General Surecry at mar 
awed by the Banbridge and Dromore Hospital Man 
wzement Committe The terms and condition: 
will be in accordance with the application of the 
Spens Report to Northern Ircland Anp.ications 
to be made on a torm obtanable (w.th turther 
particulars) from the Secretary. Northern Ireland 
Hospitals Authority, 44-46, Queen Strect, Be!tast 

be returned not later than January 28. (7612 


and to 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for an appointment as 


whole-time 
REGISTRAR in General Surgery 
vacancy in the approved trainee cstablish 


to fill a 
the Canterbury and Isle of Thanet grouns 


ment at 


of hosp'tals The appointment will be in accord- 
ance with the terms and conditions of service of 
hospital medical and denta! stafl (ing and and 
Wales), and will be for one year in the first imstance 
Applications, giving particulars of age. qualifica 
tions, and expericnce, w.th relevant dates. together 
with the names and addresses of two referees, to 
be sent to the Secretary, Registrars Commitice 
South-East Metropolitan Regional Hospital Board 
11, Portland Place, London, W.1, not later than 
January 28, 1956 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited tor a whole-time appoint! 
ment as 


RESIDENT SURGICAL OFFICER 


to fill a vacancy in the approved establishment at 
he Dartiord eroun of hospitals Duties will be 
mainiy at Joyce Green Hospital, Dartford, and also 
au W Hill Hospital, Dartford. Kent The salary 
“ be per annum th appo niment wi 
¢ in accordance with the terms and ynditions of 

service of hospit medical and dental staff (Er and 
nd Wales). and will be for one year in the first 

Instanc renewable for a further vear App ’ 
Lons, giving part< rs of age, qualifications, and 
xperience, with relevant dates, toeether with th 
names and addr es of two referees, to be sent 
to the Se tary, Registrars Committee, South- bas 
Me‘ropolitan Region Hospital Board, 11. Portland 
lace, London. W.1. not later than Jan. 28, 195¢ 

(s32> 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


RESIDENT SURGICAL OFFICER 
f Registrar status required for one year in the 
first instance Terms and conditions of service of 
hospital medical staff apply Pplications. stating 
age qualifications, previous posts (with dates), wih 
three names for reference, should be sent to the 
Sub-Dean, School of Medicine, Leeds, 1. not later 
than January 18. 1956 car 


THE UNITED NEWCASTLE-UPON-TYNE 
HOSPITALS 


Applications are invited for the appointment o/ 
SENTOR SURGICAL REGISTRAR 

at the Royal Victoria Infirmary The appoin*ment 
which is non-resident, will be for one year in the 
first instance and subiect to Ministry of Health 
terms and conditions of service. In any subsequent 
re-appointment the successful candidate may be re 
quired for a period to carry out his dutics in a 
hospital under the Newcastle Regional Hospita 
Board Applications. g vine full particulars and the 
names and addresses of three referees, should be 
semt to the undersigned within two weeks of the 
appearance of this advertisement.—A_ W 
m. House Governor and Secretary. Royai 
I-firmary, Newcastle-upon-Tyne 


WEST BROMWICH, HALLAM HOSPITAL 
(456 beds) 


REGISTRAR GENERAL SURGERY 
Resident Post offers wide surgical experience 
Recognized for F.R.CS Application forms, from 
Group Secretary, General Hospital, West Brom- 
wich, to be returned before January 30, 1956. Can- 
didates may visit hospital ("S34 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment. which will be for one year in. the 
first instance 


SENIOR REGISTRAR in Surgery 
based at Stobhil!l Hospital with dutics at the Royal 
Hospital for Sick Children, Glasgow Applications 


(12 copies), stating date of birth, qualifications 
experience, present appointment. and the names of 
three referees, to reach the Secretary, Western 
Regional Hospital Board, 64. West Regent Strect 
Giasgow, by January 21. 1956 This appointment 


is subject to the National Health Service (Scotland) 
(Superannuation) Regulations (7614) 


| 
af Salary £775 per annum by £50 to «1.07% Appli- | 
ations, with the name f two referces to be sent | 
t th Physician) Superinicndent Gilaszow Rova 
Menta! Hospita Great Western Road. Gias 
gow, W.2 soon as possibl 
ROVAL WESTERN COULNTIES INSTITUTION 
| 
| 
| 
| 
= | 
} 
3 | | 


JAN. 1956 


Surgery —contd. 


PONTYPRIDD AND RHONDDA HOSPITAL 
MANAGEMENT COMMITIFE 
Porth and District Hospit: 1. Porth, Rhondda (110 
beds -visited regularly by Consuitants from Cardiff 
Royal Infirmary) 


JUNIOR HOSPITAL MEDICAL OFFICER 


(Surgical) 

Marricd quarters available. Maximum tenure o! 
appointment three years, but holder may apply for 
re-appointment. Applications, stating age, quali 
fications and experience, together with copies of 


two recent testimonials, to be sent as soon as 
passible to the Group Secretary, Courthouse Strect, 
Pontypridd C63) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Hopital (358 beds) 


RESIDENT SURGICAL OFFICER 


required for gencral surgical duties JH.M._O. or 
SH.O. grade. according to experienc Applica 
tions, with names of two referees, to Group Secre 
tary. Preston Hospital, North Shiclds. (7535) 


SUNDERLAND AREA HOSPITAL 

MANAGEMENT COMMITTEE 

Team No, 3-82 Sargical beds 
Applications are invited for the appointment of 
TUNTOR HOSPITAL MEDICAL OFFICER or 

SENIOR HOUSE OFFICER 
according to experence, at Ryhope General Hos- 
pital This appointment also includes out-patient 
etpericnce at the Roval Infirmary. and the Child 
ren's Hospital, Sunderland The post. which is 
recognized for the F.R.C S. examination, is vacant 


on March 11, 1956 Apply immediately, namine 
two referces, to the Hospital Secretary. Lecho!m 
Hospital, Easington. Co Durham (7587) 


ST. MARY'S HOSPITAL, W2 
Applications are invited for the post of part-tim 


ou'-paticnt 
SURGICAL 
for four notional half-days per w 


ASSISTANT 


k (Tuesday p.m 


Wednesday am. Thursday pm Friday pm 

Graded Senior House Officer The appointment 
will be for a first period of twelve months and the 
successful candidaic wil! be required to commence 
duties as soon as possible Applications, stating 
nationality, date of birth, permanent address. quali- 
fications (with dates). details and National Health 
Service grading of previous and present appornt- 
ments. together with names and addresses of three 
referecs, should reach Alan Powditch, House 
Governor, by January 31, 1956 (7678) 


WANDSWORTH HOSPITAL GROUP 


St. James’ Hospital, Batham, London, §.W.12 


SENIOR HOUSE OFFICER 
(General Surgery and Gerito-Urinary) 


_ BRITISH MEDICAL JOURNAL 


THE UNITED CARDIFF HOSPITALS 


Applications are invited for the post of 
SENIOR HOUSE OFFICER in Surgery 
Application forms obtainable from the Secretary 
United Cardiff Hospitals, Cardiff Royal Infirmary 

61s) 


LIVERPOOL, BOOTLE HOSPITAL 


tollowing sur- 
hospital (119 


invited "for the 
but busy 


Applications arc 
gical posts at ths small 


beds) 
SENIOR HOUSE SURGEON 
from February 1, 1956 
HOUSE SURGEON from March §, 1956 
The latter is a recognized pre-registration post 


Apply to Secretary, Walton Hospital, Liverpool, 9 
(7579) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


THREE HOUSE SURGEONS 
Required for the above hospital One post 

eraded as Senior House Officer, and two as House 
Officer (pre-registration). Duties will cover all sur- 
gical beds of the hospital, which include 60 acute 
surgical, 20 gvraccological, $0 plastic surgery Ap- 
plications, stating age, qualifications, together with 
two names for reference, should be addressed to 
the Hospital Secretary. (7354) 
HOVE GENERAL HOSPITAL, Sussex (75 beds) 
RESIDENT HOU SE SURGEON AND 

CASUALTY OFFICER 


Required from February 1, 1956. Post resoe- 
nized for F.R.CS., but not pre-registration. Ap- 
plications, stating usual particulars. and naming 


to the Administrative Officer as soon 


two referees, 
(7716) 


as possibic 


AND CANTERBURY HOSPITAL 
Canterbary (277 beds) 


GENERAL SURGICAL and ORTHOPAEDIC 
HOUSE SURGEON 
which is recognized for the 
now vacant. N.HS. salary 


KENT 


The above 
FR.CS. Diploma. is 


post 


and conditions. Applications, together with cop es 
of two recent testimonials, to be addressed to the 
Hospital Secretary at the above hospital (757) 


KING'S LYNN AREA HOSPITALS 
MANAGEMENT COMMITTEL 


West Norfotk and King’s Lyon General Hospital 
(146 beds) 


Applications are invited for 
ONE RESIDENT HOUSE SURGEON 
(General Surgery) 
at the above hospital Appointment will be for six 
months in the first instance. Good off duty. Fight 
residents employed Applications, with names and 


Post recognized for FRCS Applications iddresses of two referees, to be forwarded immedi 
statine age, qualifications. experience. and two vtc'y to the Group Secretary of the above Com 
referees. to Group Seeretary at above address by mittee, ¢/c St. James’ Hospital, King’s Lynn 
January 71 (7727) Norfolk, (7537) 
ASHTON, HYDE AND GLOSSOP HOSPITAL CENTRAL MIDDLESEX HOSPITAL 

MANAGEMENT COMMITTEE Park Royal, N.W.16 

SENIOR HOUSE OFFICER (General Surgery) RESIDENT Hot SE OFFICER 

Required at Ashton-under-Lyne General Hos Required in Surgical Department. Post vacant 
pital Vacant January 27 Applications (with 
copies of two testimonials) to Group Secretary 
General Hospital, Ashton-under-Lyne, Lancs. (7476) 


CLACTON AND DISTRICT HOSPITAL 
Clacton-on-Sea (58 beds) 
Applications invited for post 
SENIOR HOUSE OFFICER 
(Resident Surgical Officer) 
Post tenable for one year. Applications, with copies 
of three testimonials, to Group Secretary, Col- 


chester H.M.C., 14, Pope's Lane, Colchester Essex 
(7694) 


MID-WALES HOSPITAL MANAGEMENT 
COMMITTEE 


Aberystwyth General Hospital 


Agencaess are invited for the post of 

HOUSE OFFICER 

at the Pe. ~ spital Post recognized for FRCS 
Vacant on January 31, 1956. The post is resident 
Applications stating age nationality. qualifications 
and experience. accompanied by copies of two re 
testimonials, should be sent to the Group 


cent 
Secretary, Orlandon,” 31, North Parade 

7 t 14 days from the publication o 
ystwyth, within 


this advertisement 
ROYAL HALIFAX INFIRMARY 


SENIOR HOUSE OFFICER 
in General Surgery 
Applications to be forwar ded to the 


equired. 
Rea Halifax 


Group Sec.. 


Royal Halifax Tofirmery (7758) 


appointment. Ap 
testimonials, to 
1956 (Pr.7676) 


Pre-registration 
copies of two 
January 21 


March 1, 1956 
plications. with 
Medical Director by 


GE AL, London, E.8 
-1S7 beds) 


Applications are invited for the six-months’ resi 
lent appointment (now vacant) of 

Pre-registration HOUSE SURGEON 
and should be sent immediately to Group Secre 
rary, Hackaey Hospital. London, £.9, quoting 
GH/PHS (Pr.7626) 


HACKNEY HOSPITAL. London, E.9 
(General- 841 beds) 


Applications for the six months’ appointment of 
PRE-REGISTRATION HOUSE SURGEON 


(Post vacant February 1. Recognized for F.R.C.S) 
should reach Secretary, above address. by January 
18. quotine HH (Pr.7263) 


LAMBETH HOSPITAL 
Brook Drive, Kennington, S.F.11 


Applications are invited from pre-registration and 
registered medical practitioners for the appoint- 


ment of 
HOUSE SURGEON 
1956. The appointment: is 


vacant on February 11 
for six months, and is recognized for the F.R.C.S 
Forms of application from the Physician Supt 


(Pr.7495) 
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QUEEN MARY'S HOSPITAL FOR THE FAST 
END, Stratford, London, E.15 


PRE-REGISTRATION HOUSE SURGEON 

Required for six months, commencing February 
13, 1956 Applications, with copies of recent testi- 
moniais. to Group Secretary, West Ham 
Hospital Management Committee, Stratiord. E.15 
by January 28, 1950. (Pr.7733) 
ASHTON, HYDE AND GLOSSOP HOSPITAL 

MANAGEMENT C COMMITTEE 


TWO HOUSE st RGEONS 
Required at Ashton-under-Lyne Gemneral Hospital 
Preference will be given to pre-registration app!i 
cams. Recognized for F.R.C.S(Eng.). Vacant 
mid-February Applications (with copies of two 
testimonials) to Group Secretary, General Hospital, 
Ashton-under-Lyne, Lancs (71.7477) 


BATH HOSPITAL MANAGEMENT COMMITTEE 
medical 


Applications are invited from practi- 
doners for the post of 
HOUSE SURGEON 

at the Royal United Hospital (vacant approximately 

March 15, 1956). Applications, stating age, qualifi- 

cations and experience, with three testimonials, 

should be forwarded to the Group Secretary, Manor 

Hospital, Combe Park, Bath, by January 31, 1956 

Post is recognized for pre-registration purposes 
(Pr.7536) 


BEDFORD GENERAL HOSPITAL (437 beds) 


Pre-reeistration HOUSE SURGEON 
required immediately. The appointment offers et- 
ceptional opportunities for general experience in 
busy acute surgical unit Detailed applications 
with copies of two recent testimonials, to Group 
Secretary, Bedford Group Hospital Management 
Committee. 3. Kimbolton Road Bedford. (Pr.5213) 


BISHOP’S STORTFORD, HERTS, HAYMEADS 
HOSPITAL 
(Midway between London and Cambridge. Main 
Line Railway from Liverpool Street) 


Applications are invited for the post of 
HOUSE OFFICER SURGICAL 
(First or second post held) 
Pre-registration post. Salary £425 to £825 
annum, less £125 in respect of residential emolu 
ments Appointment to commence January 18, 
1956, or as soon after that date as possibic Appli- 
cations, stating agc, nationality, qualifications and 
experience, with copies of recent testimonials, or 
names of referees, to the Hospital Se (Pr.7729) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Infirmary, Blackburn (262 acute beds) 


HOUSE SURGEON 
January 23, 1956 Post 


required recognized for 


pre-registration purposes and for F.R.C.S App! 
» Secretary, H.M.C. Office, ,Royal Infirmary. Black 
burn, Lanes (Pr 7191) 


BLACKPOOL VICTORIA HOSPITAL (348 beds) 
HOUSE OFFICER (Sargical) 
Pre-registration post. recognized for FRCS 
Modern well-cquipped hospital with excellent facili 
Stating 


ties for gaining experience. Applications 
qualifications, experience, toegcther with the 
names and addresses of two referees, should he 
sent to the Hospital Secretary (Pr 7167) 
BRADFORD ROYAL INFIRMARY 
HOUSE SURGEON (Genera! Surgery) 
Vacant February 1. Recognized for FRCS 
Recognized for pre-registration purposes Applica 


qualifications and 
to the Secretary 
(Pr 6987) 


BRADFORD, ST. LUKE'S HOSPITAL 


Stating age, nationality 
with copy testimonials 


tions 
experience, 


HOUSE SURGEONS (General Sereery) 
Vacant February |. Recognized for F R.CS 
HOUSE SURGEON (General Surgery and 
Vacant February 12 Recognized for FRC 
Recognized for pre-registration purposes ~ 
plications, stating age, nationality, qualifications and 
experience. with copy testimonials. to the Secretary 
Rradford Roval Infirmary (Pr 70R4) 


BRISTOL, COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


Vacancies on February 1, 1956, for 
HOUSE SURGEONS in General Surgery 
at Cossham Memorial Hospital (88 beds) and at 
Frenchay Hospital (413 beds) Tenure six months 
Recognized pre-registration posts, but fully regis- 
tered practitioners will also be considered Ap 
pointments are recognized for F.R.C.S. examina- 


tions Apply to Group Secretary, Frenchay Hos- 
pital, Bristol, quoting qualifications, experience and 
two referees (Pr.7669) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 30 
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contd. 
ADDENBROOKE'S HOSPITAL 


Surgery 
CAMBRIDGE, 
HOUSE SURGEON 


for sx months from February 28. Recognized p 
registration service Apr stating agc. nationality 
a with fates) and 
{ three testimonia to the Secretary t 
Jan y 27 Intery February ¢ (Pr.74538 
CHELTENHAM GENERAL HOSPITAL (226 beds) 
TWO HOLSE SURGEONS 
(pre. oF pest revistration) 
Required. Both post i for r the FRCS 
recry. eyna wy orthonpacdis and rin- 
ary “urecry Posts vacant now Apply Stanicy I 


Dovie Group ‘tary, General Hospita Sand 


ik Cheitenham Pr.7 
CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal Intirmary 


Art at ovited for the pos 
Hot SURGEON (Gener: 

enized R.C.S. and pre-registration ser 
Ar cations. givine full details. & ther with 
me and addresses of two referees ’ d 
the forwarded 1 the Group Secretary, § Kings 
Building Chester Pr sO) 

CHESTERFIELD ROVAL 

HOUSE SURGEON 

Required immediat Post recognized pre 
Penistration rvwe and CS. Nationa! 
salary and nditions Apply M. H. Boone, Sex 
(Pr.7478 


CUMBERLAND ENFIRMARY, Carlisle (138 beds) 


invited 


Applications are for the following 
appointments for the six months" per 1 commenc 
ing February 1. 1956 

TWO HOUSE OFFICERS (General Surgery) 
Th post recognized pre-reestration pur 
poses and f the F.R CS. examination Applica 
tion tating age ving detai education 
trainin ind expericn toecther with the names 
of two referees, should be sent to the Group Secr 
tary, Cumberland Iofirmary Carlisic . nm as 
possible (Prodi) 

DERBYSHIRE ROVAL INFIRMARY, Derby 


HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFIC ER for General Surgery 


Vacant immediate! Apply. statin tetails 
with tw testimonial t He spita (Pr 7192 
DEWSBURY. YORKSHIRE. STAINCLIFFE 


GENERAL HOSPITAL 


HOUSE OFFICER (General Surgery) 
Applications are invited for the above opre- 
fegistration appointment, vacant on February |! 


19*4, and tenable for six months. The hospital has 
a surgical unit of $2 beds Casualty doties are 
shared with other House Officers. Applications, 
with full details. and quoting this journal, to the 
Administrative Officer at the hospital (Pr.7539) 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Doncaster Royal Infirmery (330 beds) 


Applications are nvited for the post of 
HOUSE SURGEON 


Vacant end January Approved as pre-rceistration 
post and recognized for F R.C.S. Applications to 
the Secretary to the Committee, at the Doncaster 
Royal Infirmary (Pr.7540) 


FASTBOURNE, ST. MARY'S HOSPITAL 
(261 beds) 


ications are invited for the pre-registration 


HOUSE SURGEON 
surgery in a busy. well 


App 


post of 


for general equipped hos 


mital Staff of six House (Officers Post recog 
nized by Royal College of Surecons Applications 
stating age, nationality, qualifications, and experi 
nee with copies of two recent testimonials. + 
the Group Secretary. 29. Bedfordwell Road. East- 
hourne (Pr.7193) 


ENFIFLD GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Chase Farm Hospital, Fafield, Middlesex 
RESIDENT HOUSE SURGEON 


Pre-registration post Vacant March 22, 1956 
TDsties with gencral Surgical Unit. doing some 
Genito-urinary work Post recognized by the Royal 
College of Surgeons Six months’ appointment 
Applications, with the names and addresses of two 

ferees. to the Group Secretary (Pr.7738) 

EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 
RESIDENT HOUSE SURGEON 
Required February 1}. Pre-registration post 


recognized for F.R.CS. Applications 


with 


stating age 


qualifications and experience copies of tw 
recent testimonigis. should be sent as soon as 
possible to Group Sec. at above address. (Pr.7496) 


ESSEX COUNTY HOSPITAL, Colchester 
(188 beds) 
Applications invited for post { 
HOUSE OFFICER (Surzical) 
First, second. third or pre-registration post, tenable 
for siz montt Applications, with copies of thr 
testimoaials, to Group Secretary. Colchester H.M ¢ 
14, Pope's Lan h ssex (Pr. 769" 


HOSPITAL MANAGEMENT 
COMMITTEE 


GLANTAWE 


Applications are invited for the following 
PRE-REGISTRATION HOUSE St —y FON 


appointments to mmence on Febru 1, 1956 

Morriston Hospita Ol beds), tw vacancies 

Sw » Hospital (403 beds), one vacancy 

Apr ation with particulars. together wit! 
copies of tw testimonials, should t forwarded 
to the Group Secretary, Glantaw HM.C., St 
Helen's Road, Swansea (Pr.7* 


GRAVESEND AND NORTH KENT HOSPTIA: 

(145 beds 4 Residents) 

HOUSE RGEON (with opportunity of experience 
obstetrics and gynaecology) 


ms are invited from registered medica 
practitioners for the above resident post, vacant 
February 1, 1956. Approved under pre-registration 
regulations. Post tenab’e for six months at a salary 
of £425 to £525 per annum, according to experien 


qualification 
spital Sec 


r.7222 


mality, 


Applications, stating 
the H 


and experience. to be addressed t 


GRAVESEND AND NORTH KENT HOSPITATI 
(Four Residents) 


HOUSF SURGFON 


Applications are invited for above resident post 
vacant Janwary 1956 The successful applicant 
“ be attached to two Consultant Surgeons an‘ 


extensive surgery and 


hav pportunities for 
also special cxperience im Vascular work Reco 
nized for FRCS Approved under pre-registra 
tion regulations, Salary £425 to ¢*2* per annum 
Frequent train service to London Applications 
Stating ag nationality. qualifications and exper 
ence. to Hospital Secretary (Pr 7739) 


HASTINGS ROVAL EAST SUSSEX HOSPITAL 
(180 is) 


TWO HOLSE SURGEONS 
Required. Pre-registration posts, vacant Januar: 
12 and February ‘ 1956 National scales 
salary Apply to Hospital Administrator, (Pr 7497) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 mites from London) 


Applications are invited for the undermentioned 
HOUSE SURGEON 
General (first. second of third post) To com 
menee as soon as possible, Pre-reeistration post 
enized under reguianons Applica 


tions to Group Secretary, Hertford Group H.M ¢ 
Hertford County Hospital. Hertford, Herts 
(Pr 


HIGH WYCOMBE AND DISTRICT WAR 
MEMORIAL HOSPITAL (165 beds, 5 residents) 


PRE-REGISTRATION HOUSE SURGEON 


Required Applications, with names of two 
referees, to Group Sccretary, St. Mary's Cottage 
High Wycombe. Bucks (Pr.7541) 


HOPE HOSPIT AL 
Salford Hospital _Manazement Committee 


Applications are invited for the following posts 

which become vacant on January 27, 1956: 
THREE HOUSE SURGEONS (General) 

(Pre- or post-registration) 

Stating age, qualification and experi- 
ence, together with the names and addresses of 
two referees. should be forwarded to the Hospita 
Secretary imme diate!y (Pr.7564) 


HUDDERSFIELD HOS?TTAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal 


HOU SE SURGEON (Female) 

Required to commence duty immediately 
post is recognized as a pre-registration appoint 
ment. Salary in accordance with nationa 
Applications, together with copies of three recent 
testimonials, to be addressed to the undersigned 
as soon as possible —H. J. Johnson. Sccretary to 
the Management Committee, The Roya! Infirmary 
Huddersfield (Pr 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT ¢ COMMITTEE 


. Bartholomew's Hospital, Rochester, Kent 
(Recognized for the F.R.C.S.) 


HOUSE SURGEON 
Applications are invited for thie pre-registration 
post vacant January 26, 1956. If heid by registered 
Practitioner post will be limited to six months 
Salary £425 t £525. according to experience Ap- 
plications, stating agc. qualifications, nationality and 
experience, to Hospital Secretary. (Pr.7689) 


Applications 


Infirmary (312 beds) 


1956 


Jan. 14. 


NEWPORT (MON. GROLP 


PRE-REGISTRATION POSTS 
Vacant about February 1, all recognized F.R.C.S. 


Royal Gwent Hospital, Newport (260 beds) One 
post 

St. Woolos Hospital, Newport (379 beds). One 
Post 

Pontypool and District Hospital, Pontypool (123 
beds). Two posts 

Apply. quoting two referees and preference, to 


Cardiff Road, Newport, Mon. 


T. A. Jones, 64, 
(Pr.7542) 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 
HCUSE OFFICER GENERAL SURGERY 
Post vacant carly February. Pre-registra- 
Hospital recognized for F.R.C.S. De- 
tailed applications, with copy testimonials, to Group 
Secretary, H.M.C., Princes Road, Stoke-on-Trent 

(Pr.7543) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge General Hospital. Bridge, 
Co » Derkam | (557 beds 

Applications are invited tor the following resi- 

dent post, which is recognized for pre-registration 


purposes : 
HOUSE SURGEON 


Salary £42 to £525 per annum, according to ex- 


perience. Deduction of £125 per annum for board, 
lodging, cte. Six months’ appointment. Post recoe- 
ized for F.R.C.S Applications. stating age, qualli- 


and enclosing copies of two 
to the Secretary (Pr.7638) 


fications. experience 
recemt testimonials 


NOTTINGHAM CITY HOSPITAL (804 beds) 
Applications are invited for 
HOUSE SURGEON 

1986. Recognized for pre-rceistra- 
Applications. stating age, nationality, 
qualifications and expericnce, together with copies 
of not more than three testimonials, to be sent to 
the Hospital Secretary, City Hospital, Hucknall 
Road, Nottingham (Pr.7 


the post of 


vacant March ! 
thon purposes 


NOTTINGHAM, GENERAL HOSPITAL 


RESIDENT HOUSE SURGEON 
(Pre-registration, first or second post) 
Required about February 6 tor six months 
Applications, stating age, qualifications and experi- 
ence, together with copies of testimonials, to be 
sent to the Group Secretary (Pr > 169) 


OLDHAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Oldham Royal Infirmary 

Applications are invited for the 
HOLSE SURGEON 

becoming vacant on January 29. 1956 The 
is recognized for pre-registration purposes Appl.- 
cations to be forwarded to the Group Scerctary 
Central Offices. Rochdale Road. Oldham. as soon 
as possible. Picase quote Ret. No. E 3. (Pr.7667) 


post of 


post 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTER 


Royal Portsmouth Hospitat (70 surgical beds) 


HOUSE SURGEON 
Vacant February |! Applications, stating age 
experience and qualifications. together with 
of two referees. should be forwarded as 
possible to L. C. Rogers. 36. Grove Road South 
Southsea. (Pr.~214) 


(Pre-registration) 


soon as 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospital (130 surgical beds) 


HOUSE SURGEON (Pre-registration) 
Vacant January 25, January 26. January W. Ap- 


plications, stating age. experience, and qualifica- 
tions, together with names of two referees, should 
be forwarded as soon as posite to L. C. Rogers. 
35, Grove Road South, Southsea (Pr.6471) 


RHYMNEY AND SIRHOWY \ ALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 
HOUSE SURGEON 
Reguired at Tredegar General Hospital (20 miles 
from Newport, Mon, and 24 trom Teaching Hos 
pital at Cardiff: six miles from the Vale of | sk). 
Surgical unit of 50 beds with also six orthopacdie 
beds under daily supervision of Consultant Sur- 
geons and visiting supervision of Orthopaedic Sur- 
geon. Busy out-patient casualty and radiology dec- 
partments. Married quarters availiable. Pre-regis- 
tration if suitable candidate available Apnly. with 
full particulars, to Group Secretary, Hospita| Man- 
agement Commitice, Central Offices, Caerphilly 
Road. Ystrad Mynach, Hengoed, Glam, by Jan- 
uary 20 (Pr.7696) 


Jan. 14, 1956 
Surgery—contd. 
RAMSGATE, GENERAL HOSPITAL (101 beds) 

¢ HOUSE SURGEON 

Approved pre-registration post. Salary at the rate 
{f £425 to £525 per annum, according to experi 
nee, less £125 for residential emoluments Ap- 
sications, with copies of testimonials, to Hospita 
Secretary (Pr 3446) 


ROVAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (315 beds) 


HOUSE SURGEON 


post recognized by Royal Colleee of Surgeons) 
for gencral sureery with some ENT 
duties Approved pre-registration acant 
February 9 Applications with copes of 
testimonials, to the Secretary (Pr.7627) 
ROYAL LANCASTER INFIRMARY (240 beds) 


RESIDENT HOUSE SURGEON (Pre-registration) 
Suceesstul applicant will work with Consultant 
Surgical Unt and attend Consultative Clinics Post 
cornmzed tor F.RLCS Applications, with names 
| two relerces, to Secretary, Royal Lancaster In 
trmary, Lancaster (Pr 734 
ROVAL SOUTH HANTS HOSPITAL (278 beds 
(Recognized for F.R.C.S.) 


RESIDENT HOUSE SURGEON 
required immediately Pre-registration candidate 
cliaible Applications. with copes of testimonia!s 
should be torwarded to the Sceretary, Southampton 
Group Hospital Management Committee Bullar 
Street, Southampton (Pr.2720 


RY HOPE GENERAL HOSPITAL, near Sunderland 


HOUSE SURGEON 
Required Post recognized tor pre-reeistration 
experience and for FRCS. cxamination Post 
vacant March 1. 1956 Apply. naming two referees 
the Hospital Secretary Lecholme Hospital 
basington, Co. Durham (Pr.7 S89) 


ST. ALBANS CITY HOSPITAL 
St. Albans, Herts (384 beds) 


(House Officer grade) 
required for general surgical team. (Recognized for 
R.C.S.) Post tenable for six months Prefer- 
ence given to pre-registration candidates secking 
post under the Medical Act. 1950. Applications to 
Secretary, Mid-Herts Group Hospital Management 
Committee, Bleak House Catherine Strect 
Si. Albans (Pr.7544) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEEF 


HOUSE SURGEON 


PRE-REGISTRATION APPOINTMENTS 

Applications are invited for the followime pre 

existration appointments, which become sacant in 

January. 1956 

Victoria Jubilee Infirmary 

OUSE SURGEON 

Preston Hospital 

1 HOUSE SURGEON 

Applications to Group Secretary, 

tal. North Shicids (Pr 


STAINES GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Ashford, Middlesex 


Preston Hospi- 
7845) 


Ashford Hospital, 


TWO RESIDENT HOUSE SURGEONS (Male) 
Required for ecneral surgical duties. Six months 
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SUTTON AND CHRAM HOSPITAL 
Cotswold Read, Sutton, Surrey (146 beds) 


HOUSE SURGEON 
able to pre-registration or fully registered 
candidates) Vacant now. Recognized for 
ons, giving age, qualifications, ctc., with 
testimonials, to the Secretary. (Pr.7546) 


(post avi 


pus of 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTER 


Stockton and Thornaby ~ Stockton-on-Tees 


Applications are invited for the appointment of 
HOUSE OFFICER (Surgical) 

hospital The appointment is recoe- 

“registration service under the Medical 

Act. 1950 Applications, stating fulj details, and 

ziving two names tor reference, to be addressed to 

the Hospital Secretary (Pr.7590) 


TUNBRIDGE WELLS GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


at the above 
nized tor pre 


Queen Victoria Hospital, East Grinstead 


~ 
KESIDENT HOUSE OFFICER 

Male or female, required on March 1, 1956, for 
General Hospital Appointment tor six months in 
first imstance Approved as pre-registration 
and recognized tor F.R.C.S. examination Apply 
stating age and expericnce, with three referces 
to Hospital Secretary (Pr.7 384) 


WALLASEY, VICTORIA CENTRAL HOSPITAL 


Applications invited the following 
appointment, which is now 


ONE RESIDENT HOUSE SURGEON 


Salary £425 £525 per annum. according to experi- 
ence, less £125 per annum tor board, etc This 
post is approved as a pre-registration post. Terms 


accordance with 
Applications 


and 
regulations ot 


conditions of 
Ministry of 
nationality, 


service are in 
Health 
qualifications and 


giving details of age 
experience, accompanied by names of three persons 
to whom reference may be made, to the Admini- 
strative Officer, Victoria Central Hospital, Liscard 
Road. Wallasey, Cheshir 
WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 
Applications are invited for the following ap- 


vacamt February 1: 
Manor Hospital 
HOUSE = RGEON (two 
seneral Hospital 

HOUSE st RGEON (two vacancies) 
Recognised pre-registration Applications to Group 
Secretary, Walsall General (Sister Dora) Hospita! 
together with names of two referees. (Pr.7616 


WARRINGTON GENERAL HOSPITAL (368 beds) 


HOUSE SURGEON (Male or female) 
(Recognized for pre-registration) 
Applications are invited for the post of House 

Surecon at the above hospital which will shortly 

become vacant. Salary will be £4245 to £525 pe 

annum. tess a deduction of £125 tor full residentia 
emoluments. The staffing of the Surgical unit con- 
sists of a Senior Registrar, Registrar and two House 


pomtments 


vacancies) 


Surgeons The post offers a comprehensive train- 
ing in surgery Apply. giving full particulars, to 
the undersigned —H. L. Boot, Group Secretary. 


Warrington and District Hospital! Management Com- 


are give Sita (Pr 7074) 
candidates. Applications, stating age, qualifications 
ind experience, with copies of up to three recent WATFORD, HERTS, PEACE MEMORIAL 
testimonials, to Medical Director of hospital imme 1OSPITAL beds) 
diately (Pr.7763) 
STOKE-ON-TRENT, CITY GENERAL HOSPITAL Applications are invited oll the post of 
HOUSE SURGEON 
HOUSE OFFICER (Sareery) at the above hospital. This is a pre-registration 
Required Post vacant January 22, 1956 Recor post and is recognized for F.R.C.S. Salary accord- 
mized pre-registration Hospital recogs me ing to the N.H.S. scale Applications, with copics 
Trem, as soon as possible (Pr.7479) 
SUNDERLAND. ROVAL INFIRMARY WEST HERTS —— Hemel Hempstead, 
HOUSE SURGEON 
Required. Post. vacant om January 10. ant 
scognized for pre-registration experience. y 
"to the Hospital Secretary two names for reference, should be 
Royal Infirmary, Sunderland (Pr.7588) Hospital Secretary 
TAUNTON HOSPITAL MANAGEMENT WEST KENT GENERAL JIOSPITAL 
Maidstone (141 beds) 


COMMITTEE 
Tawaton and Somerset Hospital 


Applications are invited for two posts of 
HOUSE OFFICER (General Surgery) 
which are now vacant Applications are invited for 
both posts, which are recognized for pre-registra- 
tion candidates and also for F.R.C.S. Applications. 
stating age. nationality and qualifications, together 
with the names of two referces, should be for- 
warded immediately to the Group Secretary. 
Taunton ard Somerset Hospital, Musgrove Park 
Branch. Taunton, Somerset (Pr 7547) 


Mid-Kent Hospital Managemeat Committee 


Applications are invited for the pre-registration 


post of 
HOUSE SURGEON 

Six months’ appointment Salary at the rate of 
£425. £475 to £525, according to experience 
deduction at the rate of £125 a year is made in 
respect of board and lodging and other services 
provided Applications should be forwarded as 
soon as possible to the Administrative Officer at 
the hospita! (Pr.6572) 
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WOLVERHAMPTON, THE ROYAL 
An Associated Hospital of the University of 
Birmiagham Medical School 


2 H.O. General Surgery 


(ine vacant mid-January, one vacant February | 
Pre-registration posts Apply, Secretary, with copies 
of testimonials (Pr.7697) 

WORCESTER ROVAL INFIRMARY 
HOUSE SURGEON 

Required (pre-registration or otherwise) Apply 
with copies of testimonials, to the Sec (Pr 7480) 
WREAHAM, MAFLOR GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
hospital, to commence dutics on Ich 
the appomtment is recognized tar 
R.CS. (Eng. and Edin.) and is 
post Applications, stating ase, 


at the above 
ruary |, 1956 

the Diploma of I 
a pre-registration 


nationality, qualifications and experience, with copics 
of two recent testimonials, to be sent to the Group 
Secretary, Mactor General Hospital, Wrexham, as 
soon as possible (Pr.7548) 


THORACIC SURGERY 


UNIVERSITY OF LIVERPOOL 


Applications are invited tar the post of full-time 


RESEARCH ASSISTANT in Thoracic Surgery 
to take part in a piece of research work approved 
and financed by the British Empire Cancer Canr 
Dain Ihe appointment will be for one year in 
the first instance at a salary up to £1,250. accord- 
me to qualifications and experience Applications 
stating age academic qualifications and experience, 
together with the names of three referees. should 
be received not later than February 1, 1956. by 


further particulars of 
may be obtained 
(7649) 


the undersigned, trom whom 
the conditions of appointment 


Stanicy Dumbell, Registrar 
MANCHESTER REGIONAL HOSPITAL BOARD 


applications for the post of 
RESIDENT REGISTRAR 

in the Board's Non-tuberculous Thoracic 

Unit of 8 beds at Park Hospital, Davyhulme. One 

year appointment, renewabic. Post now vacant. Ap 

plication forms trom Secretary, Park Hospital, 

Davyhuime 7698) 


CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 
Selly Hospital, Sully, near Penarth, Glam 
Thoracic Centre (324 beds) 


SENIOR HOUSE ~ OFFICER (Surgical) 
Required as soon as possible Experience avail- 
able in investigation and treatment of al! lung and 
heart diseases in adults and childrén Form of 
application from Group Secretary, C.H.MC.. 44 
Cathedral Road, Cardiff 14) 


CARDIFF HOSPITAL MANAGEMENT 
co OMMITTEE 


Sully Hospital, Sully, Penarth, Glam 
Thoracic Centre (324 beds) 

SENIOR HOUSE OFFICER (Medical) 
Required to commence March 1956.  Experi- 
ence available in investigation and treatment of 
all lung and heart diseases in adults and children 
Form of application from Group Secretary, 44, 
Cathedral Road. Cardiff 48h) 


WAKEFIELD, PINDFRFIELDS GENERAL 
HOSPITAL 


Invite 


Surgery 


invited for position of 
1OR HOUSE OFFICER 
in the Thoracic Surgery Department 

Salary £745 per annum. A charee of £155 per 
annum is made for accommodation Address 
written applications, giving full personal particulars 
and details of experience, etc., together with names 
and addresses for reference, to undersigned.—-W 
Bowring. Group Secretary, Victoria Chambers 
Wood Street, Wakeficid (7742) 


Applications 
SEN 


UROLOGY 


BRISTOL -SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 
Required at Southmead Hospital (S71 beds, in- 
cluding 133 maternity) 
RESIDENT SENIOR HOUSE OFFICER 
Surgery) 
commencing February 1, 1956 
examination Appii- 
from the under- 
than January 2), 
Bristol 
(7418) 


for twelve months 
Post recognized for F.R.C.S 
cations. on forms to be obtained 
signed, to be returned not later 
1956.—Group Sec., Southmead Hospital, 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 30 


|_| 
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4+) 


rology 


CARDIFF HOSPTTAL MANAGEMENT 
OMMITTEE 


contd. 


Royal Hamadrvad General and Seamen's Hospital 
Hunter Street, ordiff 


RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 


Reg Post ver 44 ecmito-urinary 
ecncta ry and Pablent Department 
' Consultant m United Cardi? H 
pita ane ation ci Secretary 
CHM<« 44. Cathedral Roa Car ol 

NORTH MANCHESTER HOSPITAL 


MANAGEMENT COMMITTER 


Crumpsall Hospital, Manchester, 


Applications are invited for the ident appoint 


men 
SENIOR HOUSE OFFICER 
in the Geant oLrinary Department 
with wal work mother unit at tl 
shove H ital en d Applica 
aith full details and tw s, to Gr 
Secreta Crumpsall Hospital Manchester, & (74549) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 30 


PUBLIC HEALTH 


COLCHESTER BOROLGH COL 
ESSEX COUNTY COLUNCHL 


ASSISTANT MEDICAL OFFICER AND 
ASSISTANT COUNTY MEDICAL OFFICER OF 


HEALIN 

Applications nvited tor the abo. nenhoned 
posts, which together wmstitute whilc-tim ten per 
cent time being devoted Borough Coun 
duties and ninety per cem t County Counc 
duties Preteren given to indidates Possessing 
a thploma in Put Health and r a Diploma i 
Chiid Health and having apericnce sch 
medical and maternity and child weilare work, in 
cluding mmunization BCG vaccination and 
gencral public health work Remuneration (in 
amoordance with the appropriate Industrial it 
awards) as follows Borough Counc tv 10s. by 
a5 (8) to £137 10s County Council, £877 10s by 


£45 to £1.237 10s Whitley Medical Counci 
conditions Medical cxamination Superannuat on 
Application torms from the Clerk of the County 
Counci!, County Hall, Cheimstord, returnable not 
later than January 28, 1956. Canvassing disqualifies 

7216) 


COUNTY COUNCIL OF FSSEX 
ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALIN 


Applications invited from male registered medica 
practitioners for the above-mentioned appointment 
in the Mid-Essex Health Area and Central Offic 
of the Health Department, Chelmsford. Preferenc 
given to candidates with cxperience in school medi- 
cal and maternity and child welfare duties and 
possessing Diploma in Ch’'id Health and/or Certi 
fate or Diploma in Public Health Duties will 
include medical cxamination of stall, and applicants 


should be approved by Ministry of Education for 
purpesc of asceftainment of cducationally sub 
normal children Salary sca £975 by £50 to 
21.375. Whitley Medical Coun onditions. Medi 
cal cxamination Superannuation Application 
forms trom County Medical Officer of Health 
County Halli, Che! msford 


Canvassing disqualifies 
(7482) 
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GOVERNMENTAL 
PRISON COMMISSION 


gistered media 
full-time 


invited trom 
niment of 


Applications arc 
Practitioners tor the 


MEDICAL OFFICER (men and women) 
The Prison Commissioner for 
Prison Borstal Institutions and Detention Centres 
in England and Wales and there are vacancies for 
Medical Officers in London and th provinces 
Full-tam Medical Officers are employed in the 
argcr Sablishments ahere the af usually one 
" more doctors working with a Senor Medica 
ont Ihe work varices a tthe between n 
stablishment and another, according to the class 
feation of the prisoners im jes the genera 
medical care { prisoners and mates makin 
psychiatr assessments them the provisson 
f medical and svchiatricn reperts to the Comm 
ner nd w It ws desirable that 
andidates hould hav had experi in psych 
gical medicine. but the possession of the DLP M 
while recommendat t sential Su 
opsychot! peutic mits mp in part 
un pecialists ar tablished at selected centres 
and mad cases the tach 
t available in al Health Service hospitals 
' n ations and special investigations. Cand 
fates must be ver 28 vears of 
nked t minus 240 f 
that ag and plus n moereme 
above that age but not excecding 
sul ttod tor post ut 
sur ment 
Appointments arc nestab 
hut ~ortumty f stab 


mmssion later 
t 


forms and 
on Appomtments Officer 
«National Servic 
n Returnable by 
wiginal testimonials should 
(7489) 
INDUSTRIAL APPOINTMENTS 
(Vacant) 
Attention ts drawn to the B.M.A. scale of re- 


muneration for Industrial Medical Officers, which 
is available om request from the Secretary. 


NATIONAL COAL BOARD 
North Eastern Division 


Applications are invited for the post of 
ASSISTANT AREA MEDICAL OFFICER 
in No. 2 (Doncaster) Arca. Candidates should pre 
ferably be aged about 4) years and have experience 
medicine, 


in the field of preventive and industrial 

and a knowledge of the coal mining industry would 
be an advantage The work will include making 
underground visits at cotliertes Salary, according 
to qualifications and experience, will be within the 
range of £1,100 to £1,600 per annum Candidates 


with a fair amount of postaraduate experience will 


not be paid less than £1,200. Detailed applications, 
giving the names of two referees, should be sent to 
the Staff Director, National Coal Board, North 
Eastern Division, Ranmoor Halli, Belarave Road 
Shefficid, 10, to arrive not later than Feb. 4, 1956 
719) 
FACTORY DOCTORS 
FACTORIES ACTS 1937 and 1948 

The following appointment as Appointed Factory 
Doctor is vacant Blaenavon in the County of 
Monmouth Applications, which should be received 


not later than February 4. 1956, should be sent to 
the Chicf Inspector of Factories. 19, St. James's 
Square, London, S.W.1 (7734) 


OVERSEAS (Vacant) 


LANCASHIRE COUNTY COUNCIL 


Applications invited from registered medical 
prac‘itoners for apnointment vf 
ASSISTANT DIVISION 4 MEDICAL OFFICERS 
in the Boroughs of Meywood and Leigh. near 
Manchester and arcas O'dham 
Possession of D.P.H. desirable Salary £975 to 
£1375 per annum Travelling and subsistence 
allowances where applicabi Application forms 


and further part culars from County Medica! Officer, 
Serial 466, East Cliff County Offices. Preston. (7641) 


WORCESTERSHIRE COUNTY COUNCIL 


DEPUTY MEDICAL OFFICER OF HEALTH, 

Oldbury. and DEPUTY DIVISIONAL 
MEDICAL OFFICER OF HEALTH, Oldbury 

Applications invited from registered medical prac- 


titioners with D.P.H Salary <1.115 16s. &d. to 
£1,497 Is. (Deputy Divisional Medical Officer's 
post on scale £7!2 10s. by €37 10s. (7) by [48 1Ss 
to £1,043 14s and Deputy Medical Officer of 
Health post on scale £383 6s. Sd. bw £17 10s. (4) 
to £453 6 Application forms obta'nabic 
from County Medical Officer, County Buildings 
Worcester, to be returned by January 31 (F224) 

(7617) 


ASSISTANT VIEW PARTNERSHIP REQUIRED 


by GP Large N.S.W. country town, surgical ex- 
perience essential Full hosp'tal facilities. Salary 
allowances, £A.2,000. Particulars available on 
receipt full details Box 3104, B.M 


Jan. 14, 1956 


MEDICAL OFFICER REQUIRED FOR MIDDLE 


East by laree off company: preference for those 
with overseas experience and some knowledge of 
tropical work Agee about 35 and preferably single 
Emoluments total over £1.800 per annum paid 
home leave alter two years. pension fund. —Replies 
to Box 3222. BMJ 


ASSISTANT MEDICAL OFFICER OF HEALTH 
required by the Lagos Town Council, Nigeria. Salary 
1804. reine to ¢t1.650. plus t100 a year staff pay 
and inducement allowance of £240. rising to £300 
a year Point of entry depends on the applicant 
qualifications and cxpericnc Free passages for 
ficer and Assistance towards cost of 
ren Ss passages or errant to t150 annually for 
their maintenance om United Kingdom Libera 
jeave on tull salary alter cach tour of 12 to 24 
months duration Outfit allowance up to £60 

cases. Candidates must be registered medi 
cal practitioners The duties of the office cons st 
mainly of the control of infectious discases, health 
ducation, schoo! health work and such other dutics 
ws th Medical Officer of Health may allocatc 
Opportunities may be provided for postgraduat 
training in pubic health work Applicants must 
disclose whether they are related to any Council 

or Senior Officer of the Council Canvassing w 

be treated as evidences applicant's merits 
insufficient to appointment. Writ 


alone arc pustily 


to the Crown Agents, 4, Millbank, London, S WI 
mh sing at icast tw comes of recent testrmonals 
State age, name in block letters, full qualificat 


and experience. and quote M3A ‘34355 BG. (674) 


ASSISTANT MATERNITY AND CHILD WEL- 
FARE OFFICER required bv the Lagos Town 
Counci Nigeria Salary rising to £1.650 
plus £100 a year stat! pa nd inducement allow 
ance of £240. risine wo £300 a vear. Point of entry 


qualifications and cx 
passages for officer and wil 
children’s passages 


applcant’s 
perience Free 
Assistance towards cost 


grant up to £150 annually tor thew maintenance 
in the United Kingdom Liberal leave on fu 
salary after cach tour of 12 to 24 months’ duration 
Outfit allowance up to £60 in certain cases Pre 
ference will be given to candidates with postgrad 


traning im obstetrics. Cand: 
medical practitioners. Th 
of work in: domictiiary 


uate experience and or 
dates must be registercd 
duties of the office cons'st 
midwifery and child welfare service and such other 
duties as the Medical Officer of Health may al! 

ate Opportunities may be given for posteraduat 
training in maternal and child health 
cants must disclose whether they are related to any 
Councillor or Senior Officer of the Council. Can 


vassing will be treated as evidence that the appli 
cant’s merits alone are insufficient to justify appoit- 
ment Write to the Crown Agents, 4, Millbank 
London, S.\W.1, enclosing at least two copies of 
recent testimonials State age. name in block 
letters, full qualifications and experience and auc’ 
MiA 43058 (BG (7680) 
INTERNS..-ROTATION THROUGH OBSTET 
rics, medicine, pacdiatrics, and surgery in twelve 
month programme Broad teaching programme 
Desire applications from graduate medical doctors 
Please apply to the Superintendent, Bethesda Hos 
pital, Cincinnati, 6, Ob’o, US.A.. giving detarls 
in tull, first letter $150 stipend. meals and room 
furnished 


AU senanan- UNIVERSITY OF MELBOURNE 
fedical Professorial Unit 


Applications are invited for the post of 
FIRST ASSISTANT 
in the above unit The appointment will be ful 
time and will involve the care of patients, teaching 
and research Salary #A.2.500 to £A.3.000 per 
annum, depending on experience, and subject to 
superannuation similar to F.S.S.t The appoint- 
ment will be for two years in the first instance 
and will be renewable The position is now vacant 
but a suitable starting date will be arranecd with 
the successful applicant Applicants must hold a 


nosteraduate deeree or diploma in general medicine 


Further particulars and information as to the 
method of application may be obtained from the 
Secretary. Association of Universitics of the British 
Commonwealth %. Gordon Square London 
wc The closing date for the receipt of appli- 

1956 oss 


cations is February 29 


SOUTH AUSTRALIA. PRACTICE FOR Dts- 
posal Receipts 1954 £€3.802 Premium for house 
and practice £3,300 Terms arranged Details 
from M.P.A.B.. Tavistock Square, London. W.C.1 


S. AUSTRALIA. PRACTICE FOR DISPOSAL. 
Over £3,800 per annum, premium only £1,500 on 
terms, nice house Others in S. and W. Australia. 
New Zealand. anti Canada.—Percival Turner Medi- 
cal Agency, 25. Maiden Lane, London, W.C.2 


CALTEX PACIFIC PETROLEUM COMPANY. 
Required. an Additional Medical Officer for 
Sumatra A young single doctor with tropical ex 
perience to be employed initially with the explora- 
tion field marties, and leter to be assigned to the 
central Medical Department There is a well 
equipped hospiual of 40 beds. and there are four 
other Medical Officers. Salary £2,400 per annum, 
with free furnished quarters and messing. and air 
passages with home leave after two years’ service 

Full particulars to Dr. Gomer Williams, Gros- 
venor House, London, W.1 


RRITICED ALTE TY Al 


AUSTRALIA--UNIVERSITY OF MELBOURNE 
Surgical Professorial Unit 


Anniications are invited for the posts « 
FIRST ASSISTANT and SECOND ASSISTANT 
in the above unit The appointments will be full- 
time and will involve the care of patients, teachine 
and research Salaries, dependine on experience 
First Assistant £4.2.500 to £A.3.000 per annum 
Second Assistant £A4.2.000 to £A.2.500 per annum 
Superannuation is similar to FSS.t The ap- 


pointments will be for two years in the first in- 
stance and will be renewable. The positions arc 
now vacant. but suitable starting dates will b« 


sstul applicants Applicants 
must hold a postgraduate degree or diploma in 
urgery Further particulars and information a* 
to the method of application may be obtained from 
the Secretary. Association of Universities of the 
British Commonwealth, %. Gordon Square. Lon 
don, WC.1 The closing date for the — ot 
applications is February 29, 1956 7576) 


arranged with the succ« 


tata 


Jan. 14, 1956 


Overseas (Vacant)}—contd. 


AUCKLAND UNIVERSITY COLLEGE 
(University of New Zealand) 
School of Obstetrics and Gynaecology 


The University College Council invites applica- 
tons from medical practitioners for the position of 
ASSISTANT TO THE PROFESSOR OF 
OBSTETRICS AND GYNAECOLOGY 
National Women’s Hospital, Auckland," New Zea- 
land, with the status of a Senior Lecturer of the 
University of New Zealand Applicants should 
have higher qualifications in obstetrics and gynac- 
cology and have been qualified for not less than 
ten years and have had not less than five years’ 
practical expericnce in the speciality The appo-nt- 
ment ts a full-time appointment for a period of 
two years from the date of taking up duties it 
is thereafter renewable, at the discretion of the 
Council, in consultation with the Auckiand Hospital 
Board, for a further two years The person ap- 
po.nted will be expected to take up his duties as 
soon as can be arranged The salary wil) be that 
payable to a Senior Specialist, ic. €1.690, rising 
to £1.940 per annum, plus an additional payment 
oft £8! 7s. recently authorized by Court order 
The commencing rate within this scale will be fixed 
according to qualifications and = cxperience The 
scale prov des for two annual increments of £100 
and a final increment of «40 A charge (at present 
£110 per annum) will be made for the rent of a 
small unturnished flat An allowance is made to- 
wards travelling expenses Further particulars and 
information as to the method of application should 
be obtained from the Secretary, Association of 
Universities of the Britikh Commonwealth, 46 
Gordon Square, London, W C1 The closing date 
for the receipt of applications is February 15, 1956 

(7574) 


AUSTRALIA—UNIVERSITY OF MELBOURNE 


Applications are invited tor the position of 
SENIOR LECTURER in Clinical Biochemistry 
The appointee will have teaching comm tments 
under the Professor of Biochemistry in the Medical 
Faculty The salary ranee will be tA 4.850 to 
£A.2.150 per annum or. tor an appointee with 
medical qualifications, £4.1.950 to £A.2,.400 per 
annum, with superannuation similar to F.S.S.1 
Further particulars and information as to the 
method of application may be obtained from the 
Scere’ary, Association of Universities of the British 
Commonwealth 3%. Gordon Square London, 
wot The closing date for the receipt of appli- 
cations in Australia and London is Feb. 29, 1956 

(7572) 
JANE FURSE MEMORIAL HOSPITAL 
via Middelburg, Transvaal, S. Africa 
MEDICAL OFFICERS 

Required preferably with special interest in 
opbthalmology and or tuberculosis in addition to 
share of gencral work Well equipped modern 
buildings, 212 beds, out-station clinics. mission 
hospital (Anglican) in native reserve Must be in- 
terested in spiritual and physical welfare of African 
people Salary Junior ¢1,025 to £1,200, Senior 
£1.250 to £1,450, plus emoluments Applications 
by airmail to the Medical Superintendent. (7718) 


ROYAL PERTH HOSPITAL 
Western Australia 


PATHOLOGIST 

A vacancy will shortly occur for a Senior Patho 
logist at the Royal Perth Hospital. Salary £A.2,420 
per annum. Conditions equivalent to State Public 
Service, including long service leave and provision 
for superannuation The Roval Perth Hospital is 
a designated medical undergraduate teaching hos- 
pital. It has more than 600 beds and is extending 
The vacant position is that of Senior Pathologist 
with responsibility for the hospital's service in 
pathology under the gencral supervision of the 
Professor in Pathology, who is shortly to be ap- 
pointed The selected candidate may be required 
te undertake some medical undergraduate teaching 
according to his qualifications and experience A 
memorandum of further particulars concerning ths 
position will be supphed upon request Applica- 
tions must include particulars of qualifications, ex 
perience age, marital status, and the names of two 
referees, and should reach the undersigned on of 
before March 31, 1956.—Joseph Griffith, Admin 


stator 7700) 


ROYAL PERTH HOSPITAL 
Western Australia 


DIRECTOR OF RADIOLOGY | 

Applications are invited for the position of 
Director of Radiology at the Royal Perth Hospital 
Candidates must be fully qualified Radiologists and 
preference will be given to those with higher quali- 
fications. Salary £42,960 per annum. The Royal 
Perth Hosp tal is a designated medical undergraduate 
teaching hospital. It has more than 600 beds and 
is extending The selected candidate may be re 
quired to undertake some medical undergraduate 
teaching. according to his qualifications and ex- 
perience. A memorandum of further particulars 
concerning this position will be supplied on request 
Applications must include particulars of qualifica- 
tions, experience, age, marital status. and the names 
of two referees. and should reach the undersigned 
on or before March 31, 1956.—Joseph Griffith 


Administrator 


Jan. 14, 1956 
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HER MAJESTY’S OVERSEA SERVICE 
Sierra Leone 


MEDICAL OFFICERS 


are urgentiy required for general duties, including 
hospital and district work, in order to maintain 
existing standards of service to the public and to 
make possible much needed expansion The ap- 
pomtments offer scope for the practice of many 
branches of medicine and surgery and carry a con 
siderable measure of independence and personal 
responsibility Arrangements exist for allowing 
private practice at the discretion of the Director of 
Medical Services. Candidates must possess medical 
qualifications registrable in the United Kingdom 
and have had at least twelve months’ postgraduate 
hospital experience There is a permanent carcer 
for doctors entering the Oversea Service in Sicrra 
Leone Service, but short-term contracts are avail- 
able Alternative methods of entry are as follows 
fa) On three years’ prebation for permanent and 
pensionable employment with retiring age of be 
tween 45 and 45 Pensions (which are non-con 
tributing) are at the rate of 1 /600th of the final 
pensionable emoluments for cach completed month 
f reckonab’e service. (b) From the Nationa) Health 
Service Candidates may leave the Service but 
retain their superannuation rights up to six vears 
and receive 4 gratuity (taxable) of 20 per cent of 
the ageregate of their salary Salaries, including 
pensionab'e expatriation pay, for officers under (a) 
and (b) range from £1.098 to £1,956 a year or 
fc) On short-term contract (two tours of 18 to 24 
months’ duration each) with inclusive salaries from 
tL.tssS to £2,117 a year. On completion of con- 
tract a gratuity (taxable) is paid at the rate of 
£37 10s. for each completed perod of three months 
service (including leave). Starting salaries are deter 
mined according to age. qualifications and experi 
ence Opportunities exist for transfer and prom 
tion to posts elsewhere in Her Mai‘esty’s Oversca 
Service outside Sierra Leone. Quarters are normally 
available at low rental Perm ssion is required for 
a wife to accompany an officer if he is appointed on 
permancnt and pensionabic terms at an inclusive 
salary of less than £1.350 a year, or £1.512 a year 
when serving on contract. but permission is not 
required if wife is to follow husband after he has 
been resident in S'erra Leone for three months or 
more. Officers selected may be granted either (but 
not both) of the following concessions in any onc 
tour of service (a) One return sca passage for 
each of two children under 19 years of age, or 
(b) An allowance of £75 a year for cach of two 
children maintained outside of Sierra Leone for 
the whole of the tour. Income tax at local rates 
Local leave is permissible and generous home leave 
is granted after each tour of 18 to 24 months’ 
duration. The short tours of service enable fre 
quent visits to be made to children being cducated 
at home. Many officers have their children with 
them until they reach school age Application 
forms from the Director of Recruitment, Colonial 
Office. Sanctuary Buildings, Great Smith Street 
London, S.W.1 (quoting ref. BCD 117/15 /02) 
(7766) 


SARNIA GENERAL HOSPITAL 
Sarnia, Ontario, Canada 


MALE INTERN 

Wanted July |. 1956, and January 1. 1957, for 
rotation in modern 265-bed hospital Six-months 
and one-year internships open Age limit 25 to 
49. Prefer graduate of approved medical school 
Must be conversant with English laneuage. Living 
quarters available for single men $200 gross per 
month Address applications to Administrator 
on 


272) 


THE OTAGO HOSPITAL BOARD 
’ University of Otago, New Zealand 


JUNTOR SPECIALIST ANAESTHETIST 
Dunedin Hospital 


LECTURER IN ANAESTHETICS 
Otago School 


Applications are invited for the above position 
from those who hold a degree in medicine of an 
approved university The position is full-time and 
private practice is not permitted The posit'on 
is designated as that of Junior Specialist under 
the Hospital Employment (Medical Officers) Regula- 
tions Salary scale £1.290 to £1.590. plus general 
wage increase, by annual increments of £50. Com- 
mencing salary according to qualifications and ex- 
nerience Duties will include the practical teach- 
ing of anaesthetics to medical and dental students 
The position is non-resident Applications for the 
position should be made on the prescribed form 
obtainable from the Office of the High Com- 
missioner for New Zealand, 415. Strand. London. 
or from the office of this publication, who will 
supply further information and conditions of ap- 
pointment Applications should be in the hands 
of the undersigned not later than 10 o'clock a.m 
on Monday. January 23. 1956.—-W. A. Williamson. 
Secretary, P.O. Box 946, Dunedin, New a 

(7333) 


BRITISH MEDICA! I0TIRNAT. 


47 


UNIVERSITY OF ALEXANDRIA 
Faculty of Medicine 


Applicants are invited for the following posts 
PROFESSOR IN GYNAECOLOGY AND 
OBSTETRICS 
Applicant must be duly qualified in gynaecology 
and obstetrics He must possess adequate prac- 
tical and teaching experience in a recognized Uni- 
versity or Institute of not less than cight vears’ 
duration, and must have published several original 

researches 


PROFESSOR IN SKIN AND VENEREAL 


Applicant must be duly qualified in both skin 
and venereal diseases. He must possess adequate 
climical and teaching experience in a recognized 
University or Institute of not less than eight years” 
duration Original researches in the ficid of skin 
and venereal diseases are essential 

PROFESSOR IN ORTHOPAEDICS 

Applicant must be duly qualified in orthopaedics 
He must possess adequate clinical and teaching ex 
perience of not less than cight years in a recor 
mized University or Institute and must have pub- 
lished several original researches 

WHOLE-TIME PROFESSOR IN CLINICAL 

SURGERY 

Applicant must be duly qualified in surgery He 
must possess adequate practical and teaching cx 
perience in a recognized University or Institute of 
not less than cight years’ duration, and must have 
published several original researches 

PROFESSOR IN DENTAL SURGERY AND 

PATHOLOGY 

Applicant must be duly qualified in dental sur- 
gery and pathology He must possess adequate 
practical and teaching experience in a recognized 
University or Institute of not less than cight years’ 
duraton and must have published scveral origina! 
researches 


PROFESSOR IN DENTAL ANATOMY AND 
HIS . 


TOLOGY 
Applicant must be duly qualified in dental 
anatomy and histology He must possess adequate 


practical and teaching experience in a recognized 
University or Institute of not less than cieht years 
duration and must have published several original 
researches 
WHOLE-TIME PROFESSOR IN PHYSIOLOGY 
Applicant must be duly qualified in both general 
and human phys‘ology He must possess adequate 
teaching experience of not less than cight years in 
a recognized Un versity Original researches in 
the field of physiology are essential 
General terms concerning above-mentioned posts : 
Salary for cach of the above-mentioned posts is 
£E.1,500 to £E.2,000 per annum, according to 
scientific status and experience However, special 
offers may be considered for particular cases 
Permit for private consultations may be granted for 
the Clinical Professors, sub’ect to the University 
regulations and after the first year of office. 
Medium of teaching in all cases is English The 
appointment contract is made for one or two vears 
at the start. after which, if both parties are de- 
sirable, the contract is renewed for a period of 
five years, which may be renewed Alcxandria 
University will pay the travelling expenses to the 
appointed and his family to Egypt A toreign 
appointee with a long-term contract is entitied to a 
free return passage for himself and his family to 
their country during the summer vacation once 
every three years. At the termination of the con- 
tract the appointee will receive a bonus of one 
month's pay for cach month of service and will 
also receive his travelling expenses and that of his 
family for their home journey. Applications should 
be addressed to the Dean. Faculty of Medicine, 
Alexandria University, Egypt. Applications must 
include particulars as to age, academic qualifica- 
tions, experience, copies of original publications 
and the names of three references. Applications 
Should reach Alexandria not later than March 
15, 1956 (7566) 


UNIVERSITY OF CAPE TOWN 


Applications are invited for the post of 
SENTOR LECTURER io 

The successful candidate will take part in the teach- 
ing of medical and science students and will be in 
charge of either the experimental or the histo- 
logical laboratory. A medical qualification is desir- 
able. The salary scale is £1.200 by £50 to £1,450 
per annum. plus a temporary cost-of-living allow- 
ance for a married man (at present £234 per annum) 
A higher initial salary may be given on the grounds 
of qualifications and experience. Applications (with 
cop‘es of testimonials) should state aee. qualifica- 
tions, experience, publications and research inter- 
ests, and should give the names of two referees 
whom the University may consult Two copies 
of the application should reach the Secretary, Asso- 
ciation of Universities of the British Common- 
wealth, 36. Gordon Square, London. W.C.1 (from 
whom a memorandum giving the general conditions 
of appointment should be ohta'ned), not later than 
February 16. 1956. An additional copy should be 
sent direct by air-mail to the Registrar, University 
of Cape Town. Private Bag. Rondebosch, Cape 
Town, South Africa, by the same date. The Uni- 
versity reserves the right to rece d the 
ment of a person other than one of the appli 
or to recommend no appointment. 
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cn isp 
Overseas (V acant)—contd, | MENTAL HEALTH RESEARCH NOTICES 
App hon avited n rm 
UNIVERSITY COLLEGE HosettAl LEVERHULME RESEARCH FELLOWSHIPS APPLICANTS ARE ADVISED NOT TO SEND 
Ibadan, Nigeria per ‘ ris shen replying sdvertys 
ments Con wel the purpose a 
REGISTRAR (Surgery) in tt tof th wing tor mvs 
i Roa M mer AL ca 
mee ‘ THE OFFICES OF ROBAPHARM LID. ARE 
R “ 44. Welbeck Street, London, 
‘ ROYAL COLLEGE OF SURGEONS OF 
M ! R j 
\ St 620 COURT OF EXAMINERS 
Nor et ven that the Counc March 
MEDICAL FELLOWSHIPS Exam o Examiners retiring 
\ gramme for the advancement Mr N C Lake and Mr R. S. Corbett, do not 
Not prepared k Fellows of the Callege desirous 
ward h to hiet fled hecomine ca fates for th most make 
t United Kingedow ipplicat writing, to the Secretary on be tore 
4 bs j ah ssh t un 1use Kennedy Cassels Secretary 
Gest fn App for award | 
for " tt Jon ter than May | UNIVERSITY OF BRISTOL 
first Nig and | Dissection Facilities During the Long acation 
stior btainat trom the Du Durine 3 th Anatomy Department 1s 
arin snd th Child Tt lation. N J tod R pared t t dissection facilities t imited 
wa git ent Park, be fa Brow nher of med tudents, from other 
xpatriate oft ntinue their Nat Healt THE UNIVERSITY OF LIVERPOOL | Full particulars may be obtained from the Reais 
trot 4 | war. The niversit Br stol, Anpheations should 
bn j at than Jar Apphcations a ted from medicaliv qualified he sent not later tha March ‘ 
and non-medically wualified candidates tor th 
th propa ah 
btain with forth ofr 
_ envelope. trom the Ad- the Department of Physiology ant | EDUCATIONAL AND LECTURES 
nit alary w t ny m for a 
Hospital, Ibada Catherine Place medics ified candids e550 per annum. | ENSTIPUTE OF LARYNGOLOGY & OTOLOGY 
rate Londor mat wn #600 per annum, tor (University of London) 
UNIVERSITY COLLEGE OF THE wdica qualified candidat Applications. | 440/332, Gray's Inn Road, London, W.C.1 
INDIES madem fic at ind cxperenc 
¢ th nan { hould | ADVANCED RENEISION COURSE for fin 
Apnina ‘ ted ved not lat than February 6 1956 by | F-R-C.S. students. February 6 to April 21, 1956 
SENIOR LECTURESHIP in Preventive Medicine from whom further particulars of | Atfanged as part-time course (mostly evenings) to 
D teaching studer ned ! th ndition apr iment may btained meet circumstan t students holding prome 
Lon Stanicy Dumb Registra (7338) | Fee £21 
and n th BASIC SCIENCES CLASS ior Part 
Ind oth arch activit | THE UNIVERSITY OF SHEPFIFLD students with tacilities tor dissection, 
40 ised: Gor & of February 27 to Mav 26. 1956 Fee £21 
P act i. : and cx | LECTURER or ASSISTANT LECTURER | WEEK-END COURSE EN PATHOLOGY of the 
oe . » holding a registered m di ainces) February 24 and 25, 1956. and May 18 
| slificat er by £100 to #1700 and 19 1956 Fee £3 4s 
to be Lect £700 by €50 to €800- for COURSE FOR MEDICAL OFFICERS OF 
after Jur 1956. Applica- | ther candidates. Lecturer, £650 by £50 to £1,350 HEALTH (especially those concerned with maternal 
nd ¥ ons Lect 6680. Com. | and child welfare) and Sch Medical Officers 
t yualit toms and ex dea hild ari hagnosts ind trainin 
0, 1956. by Secret re sith FSS rar » and family allow educator n March 7 and 9 6H Fee 
in’ Som ‘ até ’ | . h part Mained from t4 
n whor " mary nine Wate 19 638 (7624) 
“STI CARDIOLOGY 
UNIVERSITY AND RESEARCH 
Postorapuate Mepicat Frpeaatin 
APPOINTMENTS, ete. 
Special course in Cardiolog be held at the National Heart Hospital, Westmoreland Street. W.! om 
INSTTIC TE OF CARDIOLOGY Pebruar }to March 2, 1956 
(University of London) 
VONDAY, FEBRUARY 20 
Wimpole Street, London, W.1 > of the Wintel Valve — 
TECHNICAL RESPARCHE ASSISTANT 110 Venous and Arterial Pulse Dr. Wartact 
‘for work ms relate t ron pm Out-patient Clinic Dr. Granam Haywarp 
thromb Science grad red Know. | TUESDAY, FEBRUARY 21 
! technia Out-patient Clinic Dra. Lawson McDorxaro 
advanta ntta pm Out-patient Clinic Dr. Woop 
Nalary ¢ Ann at tine ae 
hould to the Dean (from whom furth 10.15 a.m Out-patient Clinic De. 
particulars may htained) at the at addr -0 pom Out-patient Clini Dae. Maurice 
ot later than January (756 THURSDAY, FEBRUARY 23 
Hypertension De Wiritam Evans 
THE FOUNDATION 110 Principles of Electrocardios 
FELLOWSHIPS AND SCHOLARSHIPS IN 2.0 p.m Out-patient Clint Dra Evan 
DENTISTRY FRIDAY, FEBRUARY 24 
The Nufficid Foundation invites application Wa Angina Pectori De Maurice 
of the United Kingdom, for Fellowsh 11.0 Congenital Heart Disease | De Woon 
ind Scholarships in Dentustry help the advan pm Out-patient Clinic Dr. Evans 
f teaching and research n dental healt MONDAY. FEBRUARY 27 
~~ ‘ | Treatment of Heart Failure Deo Evans 
ch additional training in pure and applied en 0 p.m Ou = nu Clinic Dre. Granam Haswuarp 
n dentistry (but not t btain a medical qualifica 10.15 a.m Out-patient Clinic Dre. Lawson McDoxato 
nm). and to enable cted university grad 2.0 p.m O it-panient Clinic Dre. Paurt Woop 
ites medicine and Tau ' iv training WEDNESDAY, FEBRUARY 29 
hat wi yualify them to undertake hin and Out-patient Clinic Dr. Watt re Brion 
indamental research on dental health and discase 20 pm Out-patient Clinic De Maurice 
The Foundation is also prepared t award a limited THURSDAY MARCH 1 
umber of Sch — 9.Wam Diseases of the Aortic Valve Dr. Evan Breprorp 
tanding ability attending a unive Jental chon | 110 Bacterial Endocarditis Dr. Granam Hayw ‘RD 
levote one or two years to further studies of 2.0 p.m Out-patient Clinic Dr. EVAN Beprorp 
r hast wn Applications for Fellowships ID war 
h i be + ived by March 1 annually and for FR DAY 14RCH 2 
Scholarships by June 1 annually Copies of the 9.30 am Cardiac Infarction Dr. Maurice Camparir 
nditions of both | wships and Scholarships and | 11.0 Clinico-pathological Conference Dr. Wartact Bricpen 
ipplication forms are obtainat from the Dr. Hupson 
tor The Nufficld Foundanon. Nuffield Lodge - p.m, oe Out-patient Clinic ee ee ee Dre. Wiittam Evans 
Reger Park. tondon. N W.1--L_ Farrer-Brown The fee for the course is 12 guineas. Applications should be sent to the Dean, 35, Wimpole Street, 
Director f the Nufficld Foundation (7443 London, W.1 (7568) 
- | 
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Educational and Lectures—contd. 


BRITISH POSTGRADUATE MEDICAL 
FEDERATION AND EMPIRE RHEUMATISM 
COUNCIL 


Conference for Consultants on Modern Aspects 
of Rheumatic Disease will be held at the Middlesex 
Hospital, Mortimer Street, London, W.1, and the 
Postgraduate Medical School, London, W.12, March 
22 to 24, 1956. The programme will include lec- 
tures, demonstrations, films, and discussions on 
Modern M ds of jon and treatment. 
The Course will be limited to 30 persons. No fees. 
Closing date for application February 1, 1956. Ap- 
plication for places and detailed programme from 
the General Secretary, Empire Rheumatism Coun- 
cil, Tavistock House (N), Tavistock Square, fA 


INSTITUTE OF ORSTETRICS AND 
GYNAECOLOGY 


A REFRESHER COURSE 
suitable for general practitioners will be held from 
Monday, February 27, to Saturday, March 3, 1956, 
with attendance at Queen Charlotte's Hospital. 
Chelsea Hospital for Women and the Department 
of Obstetrics and Gynaecology at Hammersmith 
Hospital. The fee for the course is £5 Ss. Limited 
hostel accommodatior is available. Apply Secre- 
tary. Institute of Obstetrics and Gynaecology. 
Hospital for Women, Dovehouse 
S.W 1 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1941- 
84: M.R.C.P.Lond., 230: F.R.C.S.Eng., Primary. 
17%: F.R.CS.Eng.. Final, 237: M. and 
D.Obst.R.C.0.G., 287: D.A., 209: D.C.H., 167: 
University and Conjoint Finals, 733. Up-to-date 
courses for M.D.Lond., MR i 
F.R.C.S._Edin., P.H., 
D.L.O., F.F.A., F.F.R.. DMRD.AT. DIM 
Assistance with M.D. Thesis. Prospectus, list of 
tutors, etc., on application to G. E. Oates, M.D., 
M.R.C._P(London), University Examination Postai 
Institution, 17, Red Lion Square, London, W.C.1. 
“Phone : HOLborn 6313. 


POSTGRADUATE STUDY. in Amaes- 
thetics ; Diploma in Psychological Medicine ; Dip- 
loma in Ophthalmology; Diploma in Radioloery : 
Diploma in Laryngology; Diploma in Child 
Health: F.R.C.S.Eng. and all Surgical Examina- 
tions; M.R.C.P.Lond., and all Medical Examina- 
tions, M.D. Thesis of all Universities : Courses for 
all qualifying Exami Comp! Guide to 
Medical Examinations sent free on application. 
Applicants should state in which qualification they 
are interested Address Secretary, Medical Corre- 

lence College, 19, Weibeck St., London, W.1. 


SITUATIONS VACANT 


Hospital Biochemist. Applications are invited for 
the post of Biochemist (in charge of Biochemistry 
Department) at Liandough Hospital, Penarth, Glam. 
This hospital is one of the two ma'n teaching hos- 
Pitals of the United Cardiff Hospitals. Applicants 
should have had at least two years" experience in 
a hospital laboratory. Salary according to Whitley 
Council P.T.A. Circular 34 in the scale £650 to 
£845 per annum. Applications should be addressed 
to the Secretary, United Cardiff Hospitals, Royal 
Infirmary, =. mot later than Thursday, Jan- 
uary 19, 1956. (7622) 


Glantawe Hospital Management Committee 
Applications are invited for the post of full-time 


Secretary 
to the Committee, which will become vacant April 
1, 1956. Candidates should have had a wide ex- 
perience in hospital administration and the posses- 
sion of the Diploma of the Institute of Hospital 
Admin‘strators will be considered an advantage. 
The person appointed will be generally responsible 
for the administration of the group of hospitals 
and for the work of the Committee. Salary scale 
£1,595 by £75 (4) by £100 (1) by £45 (1) to £2,040 
per annum. The appointment is superannuable and 
subject to three months’ notice on cither side. Ap- 
plications, stating age, qualifications and experience, 
with names of three referees, should be forwarded 
to the Group Secretary, Glantawe H.M.C., St. 
Helen’s Road. Swansea, on or before Tuesday, 
February 1956. (7584) 


Pathological Laboratory, wy Hospital, 
Bishop's Stortford, 
Technician 

required for Area Laboratory Candidates 
should have FiMLt, and wide experience of 
Practical lab Further details 
on application. Applications, giving qualifications. 
nationality, age and experience, with copies 
recent tes or sames of 


PHARMACISTS, DIETITIANS, 
DISPENSERS, NURSES, ETC. 
VACANT 


Dispenser Receptionist required near Northamp- 
ton. Hall or unqualified with dispensing experi- 
—-, Please state age and experience.—Box 3108 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 


The engagement of persons answering these adver- 
tisements must be made through a Local Office of 
the Ministry of Labour or a Scheduled Employment 
Agency if the applicant is a man aged 18 to 64 
inclusive, or @ woman aged 18 to 59 inclusive, 
unless he or she, or the employment, is excepted 
from the provisions of the Notification of Vacancies 
Order, 1952. 


VACANT 
Consultant Physician (Wimpole 
Part-time Secretary.—Box 3241, 
AVAILABLE 


Consultant’s secretary working in London secks 
medical post in the country. Accustomed short- 
hand, typing, accounts, duties. Domesti- 


cated.—Box A.3245, 
well-educated secretary seeks private 
post with doctor, London.—Box 3244, B.M.J. 
Experienced Secretary seeks post with C 
group practice, medical association, or institution.— 


Box 3225, B.M.J. 
experienced orthopaedic /psychiatric / 

genera! practice, excellent references, London/ 

Provinces. Free e now. —Box 3224, B.MJ. 


exper can undertake 

typing of “papers, etc.—Apply, Miss M. E. Maule, 
Road, Wimbiedon Park, S.W.19. 
Woman, 29, experience doctors and patients, re- 
cords and research; A.LL. (French and German), 
available as Secretary, Research Assistant or Lib- 
rarian, London, Home Counties or East Anglia.— 


Applicants requiring testimonials, theses, copied 
or duplicated, should communicate with Manton 
Secretarial Service, Ltd., 98, Victoria Strect, S.W.1 
(Victoria 0141), who are specialists. 

“ Hand doctors’ 


including 

S.R.N.—Wigmore Agency for Medical Secretaries, 
67, Wigmore Strect, W.1. HUNter 9951 /2/3. 

Ty and First 
Electric typewriters. Moderate.—Sybii Rang, 21. 
Heath Street, N.W.3. HAM 5329/0504. 

Thoroughly-trained or Permanent 
Medical Secretarial Staff may be engaged through 
Brook quest Bureau of Mayfair, Lid., 59, Brook 
Street, W.1. MAY 8866. 


CONSULTING ROOMS, ETC. 
AVAILABLE 


Harley Street. Consulting rooms available, 
of two rooms and large and small single rooms, 
all usual services. For appointment to view ‘phone 
Welbeck 7444. 
Anne Street. Light handsomely furnished 
Consulting Rooms available part-time, with plate on 
on, Rent £100 per annum.—Apply Box 3223, 


HOUSES AND PROPERTY FOR SALE 
eit a ae up a practice is NOT 
by the = of an advertisement 


Guildford. A spacious detached House most 
conveniently situated within 200 yards of the fab 
Street and five minutes’ walk of station. The ac- 
commodation co: 
three large reception rooms, staff sitting room, kit- 
chen, scullery, five principal bedrooms, dressing 
room, bathroom, five secondary bedrooms, detached 
double garage, with two rooms over, walled garden. 
All main services. . £5,750 
freehold.—Moldram, Clarke & Edgiey, 155/6, High 
Street, Guildford. Tel. 67281 /3. 


HOTELS 
A HOLIDAY BETWEEN TWO 
coasts. Stay at the ARUNDELL ARMS . 


Devon. Pictu 
Cornwall borders within ‘20 miles of N. and S. 
coasts. Free salmon and trout fishing for visitors.— 
Write for prospectus to Major F. ©. Morris or 
"phone Lifton 244. 


and used cars sold on guaranteed buy back scheme. 
Write for descriptive brochure or call Autohall, 
Dept. 302, King Street, Hammersmith, London, 
W.6. 2881. 


The Charges for 
CLASSIFIED ADVERTISEMENTS 
are shown on this page 
January 7 issue 


MISCELLANEOUS 


Microscope, Winkel, with mechanical stage, 4 
Zeiss objectives including 1/12, 16/. £18 or best 
offer.—Dr. Francis Jones, Tamworth. 

Secondhand K X-ray 


Sterzal non-rectified 
apparatus for sale. One cable requires replace- 
ment. Takes excellent films. Price £35. Accept 
best offer.—WEStern 9331. 


Wanted, second-hand examination couches, instru- 
ment cabinets, blood pressure apparatus (ancroid 
and mercury models), N.H.I. card cabinets, diag- 
nostic sets, microscopes, etc. Details to A. Fiem- 
ing & Co. (Surgical), Ltd., 51/53, Mortimer Street, 
London, W.1. Tel. MUS. 6292 


Brass and Nameplates. engraved. 
Proof submitted.—G. Maile, 367, Euston Road, 
N.W.1. EUS, 2938. 


Nameplates, send size and lettering for 
free proof.—Abbey Craftsmen, 78, Osnaburgh 
Street, N.W.1. EUSton 45722. 

Bronze Name Plates with cream enamel letter- 
ing. Send size and lettering tor seule estimate.—Osborne, 
117, Gower Street, London, W.C.1, 

Names Plates in Bronze, Brass and Plastic, ete. 
Estimates and sketches free.—A. T. Brown and Co., 
Ltd., 347/9, Katherine Road, London, E.7. Tel. : 
GRAngewood 1024. 

Savile Row 


Clothes. Cancelled export orders, 
misfits, direct from eminent tailors, Kilgour, San- 
don, etc. Suits, overcoats from 10 gns.—Regent 
Dress Co. (Second Floor), 17, Shaftesbury Avenue, 
Piccadilly Circus, W.1 (mext Café Monico), GER. 
7180, 


HOMES 


HEIGHAM HALL, NORWICH 
Private Mental Hospital. Individual treatment. 
Special Geriatric Unit. Accommodation Alcoholics, 
from 6 ens.—-Apply. Dr. J. A. Small. Norwich 20080 


HITCHAM PLACE, BURNHAM, BUCKS 
(Late Fenstanton, Christchurch Road, S.W.) 

A Private Home for the treatment of LADIES 
with Mental and Nervous Disorders, Psychotherapy, 
Physiotherapy, etc. A large Country Mansion with 
20 acres in Green Belt. Apply Dr. Madeline R. 
‘Lockwood. Resident Physician Superintendent. 
Tei. : Burnham 624. Station: Taplow. 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. DURHAM 
Tel. : Dinsdale 7 
Private Mental Hospital. Cases include addic- 
tion and senility. All modern treatments, including 
psychotherapy. Moderate fee, Apply to Resident 

ian. 


AGENTS 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 

Doctors secking information about openings in 
the various ficlds of medical practice, or introduc- 
tions as locums, assistants or partners, are invited 
to address enquiries to the Medical Director, 
Medical Practices Advisory Bureau, at 


B.M.A. 
w.c.l. 


33, Cross Street, 
Bumber: Deansgate le 

7, Dramsheugh Gardens, Edinburgh, 3. Tele- 
phone number: Central 7184. 

phone number; Central 5636. 


The services of the Medical Practices Advisory 
Bureau are free to members of the Association. 


PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
Practices, Partnerships, negotiated. Assistants 
with and without view. Trainees, Locums supplied. 
—25, Maiden Lane, W.C.2, Telephones : 
TEMple Bar 9011. Night : 


House, Tavistock Square, London, 
Telephone number: EUSton 5601 /2. 
Telephone 


‘alton-on-Thames 1785. 


| 
| | | 
BS 
| 
MOTOR CARS, HIRE, ETC. | 
Autoball self-drive cars at extremely low coatract 6. 
rates. Over 200 1955 cars, many models. Or new } eas 
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London 
Hospital 
Catgut 


.--A CONTRIBUTION TO SURGICAL HISTORY 


a product of British scientific research and British labour. 
It fulfils and exceeds all standards laid down by B.P. It is 


manufactured under licence from the Ministry of Health. 


YOU CAN HAVE ABSOLUTE CONFIDENCE IN 


LHC 


Sizes 2/0, 0 and 1 are recommended for general surgery, because finer gauges 
mean less scar tissue and quicker healing. 
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